plea 





ei Pied 


the nursery to 





A conveyor in the new nursery at Portland Sanitarium-and Hospital takes babies from 
Holding the conveyor is its designer, Dr. S. G. Henricke. See page II. 


the "dispatching room.” 
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Set a New Pace in Encouraging 


HEALING and WOUND Sterilization 


Applied to an infected or indolent lesion, Prolarmon Liquid and 
Prolarmon Jell aid in the control and eradication of infection and 
exert a profound stimulus upon healing. Drainage of purulent exu- 
date is initially increased, carrying off with it liquefied necrotic 
tissue and micro-organisms. Gradually the discharge lessens and 
new granulation tissue makes its appearance in the wound. Closing 
from the bottom up as the infection is overcome, the cavity is obliter- 
ated, and epithelial tissue, springing from the wound edges, covers 
the defect with an elastic, non-depressed scar. Similar response is 
brought aboutin indolent wounds even oflong standing, such as vari- 
cose, decubitus, arteriosclerotic ulcers, and fistula and sinus tracts. 
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PROLARMON LIQUID 


Prolarmon Liquid is a sterile, relatively 
stable, aqueous solution containing the 
water-soluble and filtrable substances of 
comminuted blowfly maggots (Lucilia 
sericata), 5%; boric acid, 4%; sodium 
chloride, 0.75%; chlorbutanol, 0.5%; 
calcium gluconate, 0.5%; oxyquinoline 
sulfate, 0.4%. Prolarmon Liquid is 
actively germicidal, thus contributing to 
the destruction of causative organisms. 
Since it is mildly anesthetic, it decreases 
local pain, and through its deodorizing 
influence, aids in overcoming offensive 
necrotic tissue odor. It is easily applied 
in the form of a saturated wet dressing, 
requiring no special technic. Its efficacy 
has been demonstrated in osteomyelitis 
(after sequestrectomy), in third degree 


burns (thermal, chemical, or radium), 
infected postoperative and traumatic 
wounds, and whenever healing must be 
initiated or stimulated. 


PROLARMON JELL 


Prolarmon Jell provides the active in- 
gredients of Prolarmon Liquid, incor- 
porated in an aqueous jell base com- 
posed of vegetable gums, cornstarch, 
glycerin, sodium chloride, potassium 
cetyl palmitate, citric acid, and water. 
While its influence is as profound and 
as effective as that of Prolarmon Liquid, 
Prolarmon Jell is employed with special 
advantage in ambulatory patients or in 
areas where a moist dressing would be 
difficult to maintain. 


Hospital superintendents and pharmacists are urged to send for literature, 


bibliography of published reports, and special price list for hospitals. 
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More About 
The General Practitioner 


In the June issue I had something to say 
on this page about the general practitioner 
and about my personal doubts as to his 
passing. In view of these doubts, which 
are based on observation and not supported 
by any statistical information, it is inter- 
esting to note a recent publication which 
has the authority of the American Medical 
Association. 

In the report of the Committee on Med- 
ical Economics, entitled “Factual Data on 
Medical Economics,” the following state- 
ments appear: 

“In the application of medical care to 
the public it has often been estimated that 
about 80 per cent or more of existing 
illnesses can be treated satisfactorily by a 
general practitioner. But the remaining 
20 per cent are apt to require the services 
of one or more specialists. 

“At the present time a smaller percentage 
of the medical profession in the United 
States are specialists than in most foreign 
countries for which information is avail- 
able. 

“The medical profession recommends 
that contact of the patient with the spe- 
cialist should be made through a general 
practitioner, who acts as the _ patient’s 
family doctor, and not directly with the 
specialist. The general practitioner should 
be given the opportunity to determine both 
when the services of a specialist are needed 
and which of the available specialists are 
best qualified to serve the patient.” 

Yet we do not recognize the general 
practitioner in our classification of the 
hospital medical staff. With the increase 
in specialization and the marked tendency 
to specialize immediately after graduation, 
which was manifest for so many years, all 
services in the hospital were and are as- 
signed to one or other of the specialties. 
The general practitioner is ignored and is 
forced to camouflage under one or another 
of the departments. 

Let me repeat what I have said on 
former occasions. Let us give formal 
recognition to the general practitioner in 
our hospitals. Let us designate such a ser- 
vice and refer patients to it unless there is 
definite indication to assign to one of the 
specialists. Even then I believe that the 
general practitioner would form the best 
coordinating service and would view the 
body as a whole better than the most 
highly trained specialist. 

This is a problem which deserves the 
serious consideration of our national bodies 
and involves a complete revision of our 
staff organization. I am therefore not 
suggesting any definite form of organiza- 


4 


tion at the present time but will have 
more to say when the idea, which is not 
new, has been sufficiently revived to have 
received the thought it deserves. 


"That Life May Go On" 


Much has been written about literature 
emanating from hospitals and there has 
been a great deal of criticism of the old 
style reports which contain a mass of sta- 
tistical data but little information in a 
form that appeals to the reader. A publica- 
tion recently issued by the Presbyterian 
Hospital of Chicago is, however, an ex- 
ample of what can be done in the way of 
reader appeal. 

First of all, the booklet is attractive in 
appearance. So often we go to the trouble 
and expense of publishing something and 
then waste our time and effort by choosing 
a poor grade of paper and an unattractive 
form of presentation. The cost of an at- 
tractive cover and good paper is so small 
a part of the total that the economy is not 
worth while. On the other hand, we must 
avoid that elaboration which gives an im- 
pression of general extravagance. 

This booklet has a stiff paper cover, dark 
red in color. The title, “That Life May 
Go On,” is all that is printed on the cover. 
This has an appeal; it makes one wonder 
what it is all about. I looked inside and 
found on the first page a general story of 
some of the different efforts that are being 
expended in order to prevent loss of life. 
It was not until I had reached the last 
paragraph of this story that I realized the 
booklet had been issued by Presbyterian. 

Turning over the page, there appeared a 
good view of the medical center of which 
Presbyterian is a part. The picture is clear 
and all the various institutions are identi- 
fied by a key. I am pretty familiar with 
the ‘medical center but this picture gave 
me a different idea of its magnitude. 

After this an operating room picture is 
shown. There is nothing special aboyt this 
picture except that it is alive. The pho- 
tography is exceptionally good. Facing the 
picture, which forms a good introduction 
to a story of the activities of the hospital, 
is a terse statement of some of the en- 
deavors which the hospital is carrying on 
in its efforts to prolong life and relieve 
suffering. 

Before going on with the story of the 
hospital itself, a little time out is taken to 
acknowledge in one page that there are 
other parts of the great medical center. 
Then follows the real story of the hospital 
itself. There is a story of the annual 
meeting and the president’s report to the 
members of the society which operates the 
hospital. Usually this is a rather dry part 
of any report, but in the Presbyterian book- 


“To Talk of Many Things...” 


let one reads the three pages and sudden; 
realizes that he has acquired quite a bit o 
detailed information. 

The report of the superintendent is par- 
ticularly noteworthy. In the annual report 
he should give a statement of the activi- 
ties of the past year, but in this case there 
is neither the tabulation that is usually 
found nor the dry story so often written. 
The activities of the hospital are shown in 
a well arranged graph with a few lines 
below about departments that cannot be 
included in the graph. 

I was a little disappointed at finding that 
several of the following pages contained 
lists of people who have taken part in the 
various activities of the hospital, but sud- 
denly I realized that I was reading an an- 
nual report. This being the case, it would 
have been ungracious to neglect any ack- 
nowledgment of those who had given their 
time to the work which is being carried on. 

In describing in detail the work of the 
hospital there is no attempt to cover the 
whole institution. One department is se- 
lected and there is the inference that other 
departments are as efficient and attractive 
as the one selected for detailed description. 

Since I was not interested in the finan- 
cial statements that followed, I nearly 
missed the last part of the report. How- 
ever, I caught it just as I was going to 
pass the booklet through for filing. Here 
was the story of Miss MacMillan, the su- 
perintendent of nurses, who has managed 
the school of nursing for so many years, 
followed by a little write-up of the new 
superintendent of nurses and a story of 
some of the activities of the school. 

Before closing the book I studied it a 
little more carefully to decide in my own 
mind whether or not it would have been 
better to put the statistical material, which 
is necessary, at the back of the book. Being 
a systematist, my natural reaction was 
against this, because the various statistical 
parts were placed where they logically be- 
longed. To place them at the end would 
have made smoother reading for the largest 
part of the text, but in this position it is 
probable that the reports would not be read. 
On the other hand, scattering them through 
the book, interspersed with pictures and 
reading material, prevents one from getting 
bored with statistics. On the whole, I be- 
lieve the present arrangement is better than 
if the statistics had been gathered together 
at the end. On this point, however, there 
is likely to be some difference of opinion. 
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In the Treatment of Diabetes 


ILETIN (INSULIN, LILLY), an aqueous solution of the antidiabetic prin- 
ciple, was the first preparation of Insulin commercially available in the 





United States. Years of research and experience in the manufacture of 
large lots of Iletin (Insulin, Lilly) assure its purity, stability, and uniform 
potency. Specify “Lilly.” 


PROTAMINE, ZINC & ILETIN (INSULIN, LILLY) is a preparation of the 
antidiabetic principle modified by appropriate addition of protamine and 
zinc. This product provides an antidiabetic effect lasting twenty-four 
hours or longer, the advantages of which so often make desirable the use 





of Protamine Zinc Insulin. 


ELI LILLY AND COMPANY, Principal Offices and Laboratories, INDIANAPOLIS, INDIANA, U. S. A. 
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LINES 


Texas Hospital Association 


To the Editor: / notice on page 15 of 
the May issue of Hospital MANAGEMENT 
that you have listed the officers of several 
state and regional associations, but for 
Texas you have only the president and 
president-elect. 

The complete list of officers is as fol- 
lows: 

President: J. HH. 
Hospital, Dallas. 

President-elect: Ara Davis, Scott and 
White Hospital, Temple. 

lirst vice-president: Harry — Hatch, 
Vorthwest Texas Hospital, Amarillo. 

Second vice-president: Margaret Hales 
Rose, R.N . Wichita) General Hospital, 
Wichita Falls. 

Treasurer: Mrs. Ed. Sisor, Jr., R.N.., 
I'red Roberts Memorial Hospital, Corpus 
Christi. 

Secretary: Miss Madelyn Sturdavant. 

Robert Jolly, Trustee 
Texas Hospital Association 


Groseclose, Methodist 


Thank you, Mr. Jolly, for giving us the 
complete list of the Texas Hospital Asso- 
ciation officers. We did not have this infor- 
mation at the time we went to press with 
the May issue, and therefore could not 
include it. 


Who Should Pay for the 
Special Nurse's Meals? 


To the Editor: 4 number of our patients 
have recently complained about having to 
pay the special nurse’s board, using as 
their argument that when they (the pa- 
tients) work, their board is not paid by 
their employer and their salary is no higher, 
if as high, as they are paying the nurse. 

am wondering if you have had similar 
complaints and what experience other hos- 
pitals have had. 


We have not heard of any other com- 
plaints regarding the payment of the board 
of special nurses, and we know that it is 
almost universal custom. 

The essential point is that the special 
nurse is an employee of the patient, not of 
the hospital. The hospital does not fur- 
nish meals to others who are not on its 
payroll, and therefore, it does not supply 
them for special nurses. 

In some hospitals it is the custom to 
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charge for the nurse’s board whether or 
not she actually gets her meals in the 
hospital. The contention is advanced that 
the meals are prepared for her and are a 
loss to the hospital if not consumed. This 
has always appeared to be a rather weak 
argument. We believe that the nurse 
should be given an option in the matter. 
Who pays for the meal is a business ar- 
rangement between the nurse and the pa- 
tient. One or the other should reimburse 
the hospital for the meals served, but, 
certainly, the patient, when employing a 
special nurse, should be told that the rate 
is so much per day plus the cost of meals 
served. 

The question of the rate of pay for the 
special nurse is another matter. To the 
patient, this rate may seem high, but, as 
a matter of fact, it is very low. Compare 
the rate paid the special nurse with that 
paid any skilled person in employment out- 
side of the hospital and it will be seen 
that the nurse is not overpaid. This is 
particularly apparent when one considers 
that special nurses are not employed all 
the time and that many of them earn a 
very precarious living. Few have been able 
to accumulate any reserve against illness 
or the penalties of old age. 


Dispensing Solutions 


To the Editor: Where is the proper 
place in the hospital to dispense glucose 
and saline when there is no central sterilis- 
ing room? 


P. N.N., RN: 


This is a question that is open to dis- 
cussion, so we will not attempt to give 
any definite decision. However, here are 
some thoughts on the subject which may 
help you to arrive at some decision. 

Are you using ready-made solutions or 
are you preparing them? If the ready-made 
solutions are being used, the question of 
technique of preparation does not enter 
the problem. The first essential is then 
asepsis in handling the preparation which 
is received sterile. Then follows proper 
sterilization of the apparatus and its de- 
livery to the person administering the solu- 
tion in a perfectly sterile form. The op- 
erating room is the department of the hos- 
pital which is most reliable insofar as the 
principles of asepsis are concerned; there- 
fore, we believe that the usual custom of 
placing these solutions in charge of the 
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operating room supervisor is based on a 
sound foundation. 

If solutions are made in the hospital, the 
question of accurate dispensing enters the 
picture, and no person is so well qualified 
to dispense accurately as the hospital phar- 
macist. Whether he supplies the prepared 
solutions to the operating room supervisor 
or follows the process through, sterilizing, 
etc., is a matter of local facilities. We be- 
lieve that generally the best procedure is 
to have the pharmacist dispense the solu- 
tions and then turn them over to the super- 
visor of the operating room. 


Ratio of Personnel 
To Hospital Beds 


To the Editor: J wonder if any readers 
would send you a table showing their pres- 
ent ratio of personnel to hospital beds. We 
are anxious to make a comparison of this 
ratio with our hospital. 

What we would like to see is a list of 
personnel, by title, position, or department, 
together with the number of hospital beds 
ina given institution, 


Vo ASRS 


Many studies of patient-personnel ratio 
have been published in the various hospital 
publications and it has been shown that 
there is a wide range of variation. This 
is due to the type of hospital and _ local 
conditions. 

Like the per diem cost, the figure is apt 
to be very misleading. For example, it is 
necessary, among other things, to take into 
consideration the number of acute and 
chronic patients. 

There is only one safe method of arriv- 
ing at a personnel ratio. Each administra- 
tor should study his own labor load and 
find the number of people required to 
render service in his own institution when 
all are employed to best advantage. 

Personally, we think that the personnel 
ratio is comparatively unimportant. It auto- 
matically takes care of itself if there is a 
proper study of labor load with adequate 
supervision and systematized assignment of 
duties. The administrator who can say 
definitely that all personnel are employed 
to full advantage will find that he never 
has a question by the governing body as 
to how the ratio compares with that of 
some other hospital. 
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Insurance Field Discovers Hospital Care— 


Group and Individual Coverage Offered 


Considering the enormous success 
and the tremendous financial strength 
of the insurance companies of the 
United States, to say nothing of the 
rest of the world, it might very well 
be a matter of secret chagrin with 
these companies that they showed 
no interest whatever in hospital care 
insurance until some rank amateurs 
showed them that such insurance was 
entirely feasible. That in some cases 
the amateurs ran into some trouble 
is much less surprising than that the 
insurance experts for so long shied 
away from the job, and are now 
showing interest only because the 
hospital service plans, as the coop- 
erative groups are called, have shown 
the way. 

Until quite recently hospital care 
insurance was offered by commer- 
cial underwriters chiefly because of 
the extraordinary and sudden growth 
in the demand for this form of in- 
surance, resulting in a call for some 
kind of policy by local agents. This, 
at least, is the story. Lately, how- 
ever, as experience has demonstrated 
that such insurance can be framed 
on an actuarially sound basis, and 
because of the not unexpected weak- 
nesses which some of the service 
plans have developed, there has come 
about something like a rush into the 
field on the part of the insurance 
companies, and it is fairly safe to 
predict that before very much longer 
this form of insurance will be ac- 
tively sold all over the country. 

It is not surprising that since the 
metropolitan district in and around 
New York City is much the most 
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densely populated in the country, and 
contains the largest population of 
any similar area, it is the center of 
this activity of the insurance com- 
panies. Several companies have for 
some months been busily engaged 
in offering policies providing for va- 
rious combinations of cash protection 
against the expenses incidental to ill- 
ness or operation. 

The work of the Associated Hos- 
pital Service of New York in intro- 
ducing its plan to the area, with ap- 
proximately 1,100,000 subscribers, 
and the success of the New Jersey 
plans, now consolidated into a state- 
wide service, suggest competitive dif- 
ficulties, but the fact seems to be 
that a public which has become fa- 
miliar with and therefore demands 
hospital care insurance offers a large 
group of prospects favorable to the 
general idea. Whether the millions 
in the metropolitan district will buy 
commercial insurance instead of par- 
ticipating in the non-profit plans of 
course remains to be seen. 


Combination Plans Offered 


In view of the fact that most of the 
difficulties which have been experi- 
enced in the operation of the non- 
profit plans are generally attributed 
to the enrollment of individuals, as 
distinguished from groups at their 


place of employment, it is especially 
interesting to note that at least two 
companies are offering combination 
hospital and medical or surgical care 
insurance to individuals. It is un- 
derstood that they rely upon the 
number of such individuals taking 
policies, together with a brief but 
carefully-framed application which 
enables a weeding-out process to be 
followed as to bad risks, to keep 
down losses. The addition of insur- 
ance for the payment of limited 
amounts for the services of the phy- 
sician or surgeon is expected to prove 
attractive to the public, inasmuch as 
so far there are very few non-profit 
plans for medical care insurance, and 
none combined with hospital care. 

In both of these cases the insur- 
ance is. payable only where the pa- 
tient goes to the hospital, thus kill- 
ing two birds with one stone—there 
is no payment for medical expenses 
unless the patient has been hospital- 
ized, and, on the other hand, there 
is no valid claim for hospital ex- 
penses unless the patient’s physician 
has ordered him into the hospital. 
On the latter point the insurance 
companies and the non-profit plans 
follow the same line. 

The average service plan, however, 
is much more generous to the patient 
in the matter of provision for aux- 


Hospitals have pioneered in formulating prepayment plans for hos- 
pital care, but commercial insurance companies are now entering 
the field. Experience is showing, however, that the two types are not 


competitive. 











iliary services, usually calling for op- 
erating-room, anesthesia, laboratory 
and X-ray up to $25 each without 
additional payment by the patient ; 
and by the same token, these services 
of course have to be provided by 
the hospital for the flat per diem 
payment made by the plan, regard- 
less of what such payment may be. 
Individual Coverage Provided 

One of the policies now being of- 
fered in New York, for example. 
provides to the individual, in consid- 
eration of 90 cents a month (a pay- 
ment approximately the same as for 
most of the non-profit plans) $5.00 
per day for hospital care up to 30 
days, with further payments of $2.50 
per day for as much as five addi- 
tional months, and a total of $25 to 
take care of all auxiliary expenses. 
Beyond that amount the patient must 
of course pay his own bill. 

For smaller monthly payments re- 
duced benefits are offered, down to 
$3.00 a day and $15 for auxiliary 
services, in return for a premium of 
fifty cents a month. Sixty cents a 
month pays fees for various opera- 
tions, from $5 up to $100; the same 
amount pays for nursing care—at the 
low rate of $3.50 a day, for as long 
as ninety days; and 70 cents a month 
pays for physician’s calls, at the rate 
of $4 for calls at the home, $3 for 
hospital calls and $2 for office calls. 

Another company, which is plan- 
ning a vigorous selling campaign in 
New York, offers a combination pol- 
icy only, with no options, the idea 
being to simplify the sales approach 
by providing for no variations from 
the standard policy. This policy, for 
a flat rate of $1.50 a month, provides 
for limited payments on account of 
hospital, medical and _ surgical 
charges, usually rather less than such 
charges would actually be, and with 
certain restrictions carefully calcu- 
lated to prevent excessive losses 
through the insurance of chronics, 
pregnancies and so forth. The pay- 
ment on account of physicians’ serv- 
ices, for instance, is only $3 a day, 
and applies only to calls in the hos- 
pital. A consultation fee of $10 is 
also provided for. <An_ attractive 
feature of this policy is that there is 
no limit to the number of illnesses 
or operations covered within the 
year, as long as they are different 
cases. Of course the actual fact is 
that in only the highly exceptional 
case would any one individual be in 
the hospital several times, or more 
than once, in the course of a year. 

One of the largest of the insurance 
companies (the other two referred 
to are relatively small, but apparent- 
ly sound) has for several years been 
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offering as an offshoot to its group 
life-insurance department group cov- 
erage of employees for the payment 
of hospital care. Its restrictions on 
hospital care insurance are rigid, of- 
fering an obvious if perhaps exces- 
sively conservative suggestion to the 
non-profit plans. It will not write 
hospital-care insurance for a group 
of less than fifty employees, nor for 
a smaller proportion of the entire 
body of employees than seventy-five 
per cent. It will not write individ- 
uals, or smaller groups than those 
mentioned, at all, at present, although 
it is understood that as experience 
grows it may broaden its coverage 
in these directions. 
Rates Adjusted to Wages 

The rate structure of this com- 
pany is extremely interesting, since 
it is adjusted both to the idea of 
employer contribution and to the 
wage levels of various groups. With 
a base charge of fifteen cents a month 
per dollar per diem of hospital 
charge, it attempts to secure the full 
payment of the premium by the em- 
ployer for the lowest wage levels, and 
participation by the employer up to 
the point where the employee’s earn- 
ings are judged to be sufficient to en- 
able him to carry the entire load 
himself. 

An interesting feature of this com- 
pany’s practice in this connection is 
that once the level of care, in terms 
of dollars per day, is fixed for a given 
locality and for a given wage level, 
no employee in that particular wage 
group is permitted to step outside 
of it for the purpose of hospital care 
insurance. The reason for this is 
that the company assumes the bur- 
den of establishing the proper bur- 
den of cost, as well as of service, 
with relation to the individual’s in- 
come, and that, on the other hand, 
it knows from long experience the 
operating costs resulting from han- 
dling exceptions to the general ar- 
rangement. [or the same reason, it 
does not issue individual receipts; 
the cost is too great. Payments are 
made by deduction from wages, are 
made in a single check by the em- 
ployer to the company, and a single 
receipt is issued. A single policy is 
also issued, the individual having 
only a certificate that he is covered 
by that policy. 

Objections to Cash Benefits 

At this point a question arises 
which has been met by some com- 
panies, but, so far, not by the large 
company referred to. Hospital ex- 
ecutives have voiced the objection 
to company insurance that the in- 
surance is payable in cash to the in- 
dividual, and that while he may have 


been received into the hospital on 
the strength of his insurance, there 
is nothing to prevent him from leav- 
ing as soon as he is able, collecting 
his insurance and leaving the hos: 
pital to whistle for its bill, A num 
ber of companies meet this perfect 
valid objection to commercial insur 
ance by attaching to the identificatio: 
slip carried by the individual a sim 
ple assignment blank, upon whicl 
at the time of admission the patien 
can and should assign to the hos 
pital the proceeds of the policy in 
sofar as the case requires. 

The objection is raised by som: 
insurance men that this procedur 
would not meet cases where the in 
dividual presented an identificatio: 
slip and was admitted on th 
strength of it, after having left th: 
employment of the company and be 
ing no longer covered. In such 
case, of course, with or without ar 
assignment, the hospital would risk 
losing its bill, so the question ot 
using an assignment form really is 
not involved. The point is that some 
kind of check on the individual is 
always necessary where insurance 
coverage is involved, and _ several 
companies, realizing this, extend as- 
surances that coverage can be either 
accepted or rejected within 24 hours 
of notice by the hospital. 

The question of coverage, with ref- 
erence to diagnosis, where the possi- 
bility is that the illness existed at the 
time of insurance, arises under all 
forms of hospital care insurance, 
whether commercial or non-profit, as 
the experience of most hospitals will 
show, so this does not present a prob- 
lem peculiar to either form of pro- 
tection. Where the coverage is es- 
tablished, however, it is clear that 
the service plan’s payment direct to 
the hospital relieves the institution 
of the difficulties which may arise in 
the instances where an assignment 
was not taken or where for any rea- 
son an assignment is regarded as in- 
adequate. 


Rapid Growth Predicted 
Expert opinion has predicted that 
by the end of 1940 non-profit plans 
will have enrolled close to six mil- 
lion persons. So far, with no reli- 
able figures available on the num- 
ber of persons covered by insurance- 
company hospital-care policies, wheth- 
er in groups or as individuals, it is 
fairly safe to say that considerably 
less than one million people are pro- 
tected in this way, although it is 
equally safe to prophesy a growth of 
commercial coverage comparable to 
that which is being experienced by 
the non-profit plans, since non-profit 

i (Continued on page 30) 
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The "baby showcase" in the new air con- 
ditioned nursery at Portland Sanitarium and 
Hospital, Portland, Ore., as the father sees it. 
He looks down upon the full face of the in- 
fant instead of craning his neck to get a 
good view through an ordinary window. 


Innovations in Equipment Feature 
New Air-Conditioned Nursery 


A father craning and twisting his 
neck to get a better view of the new 
baby through the glass-paneled nurs- 
ery door is a common sight in any 
hospital's maternity department. 

But the sight has been banished 
from the maternity department of 
Portland Sanitarium & Hospital, in 
Portland, Ore., by the installation 
of a “baby showcase,” which is part 
of the hospital’s new $20,000 nursery 
addition. 

suilt into the wall that separates 
the nursery from the visitors’ cor- 
ridor, the unique showcase is large 
enough to hold three baby baskets 
at one time while their proud papas 
peer happily down upon them, just 
as, a few years before, they looked 
into the jeweler’s showcase at en- 
gagement rings. 

The show case looks exactly like a 
retail display case with a railing in 
front and a big plate glass window 
extending up from the back to close 
in the nursery. A combination mi- 
crophone-loud speaker system, inside 
the nursery beside the show case and 
outside above the showcase, enables 
the nurse to talk to visitors—and 
even makes it possible for the new 
father to hear his baby cry, if he 
can't wait for that. 

Its novelty has resulted in wide 
publicity for the new nursery, which 
was placed in use May 21. Portland 
newspapers and even United Press 
have written stories about the show- 
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case, as well as about the new incu- 
bator room and other modern fea- 
tures. Neither Superintendent Ralph 
\W. Nelson nor the designer of the 
showcase, Dr. S. G. Henricke, Port- 
land pediatrician, anticipated the pub- 
licity value of the device, however, 
but saw in it only an improved 
method for treating an old problem. 


Nursery Air-Conditioned 


Just as modern in other respects, 
the new nursery addition* was built 
with a $4,000 heating and air-con- 
ditioning plant which holds the nurs- 
ery temperature at 74° with a rela- 
tive humidity of 54 per cent, and the 
temperature of the incubator room at 
78° with relative humidity of 60 per 
cent. 

Air in both rooms is completely 
changed every three minutes, and 
cold quartz light air -purifiers are 
kept in constant operation for the 
additional protection of the hospital's 
infant customers. 

Four premature babies may be 
kept at one time in the incubator 
room, which is built into one corner 
of the main nursery. For prema- 
tures needing additional oxygen, 
there is an infant oxygen unit at one 
end of the small room. An isolation 

(Continued on page 33) 
” *Air sterilizers for this department are 
the product of the Hanovia Chemical & 
Mfg. Company. Scanlan-Morris supplied 
the oxygen therapy unit and incubator. 


Plexiglass unbreakable partitions for cubi- 
cles were furnished by Rohm & Haas, 


The upper photograph shows cubicles in use 
in the new nursery at Portland Sanitarium and 
Hospital. Below is a corner of the incubator 
room, showing the oxygen unit for premature 
babies needing more oxygene than the normal 
air conditioning of the incubator room. 





















The new five million dollar build- 
ing of one of the world’s greatest 
hospitals for the treatment of cancer 
and allied diseases, the Memorial 
Hospital, in New York City, was 
formally dedicated and occupied on 
June 14, with appropriate ceremo- 
nies. The structure is of twelve 
stories, at its greatest height, with a 
penthouse and with numerous lower 
levels giving space for roof gardens 
and solariums. It is built of a hand- 
some gold-colored brick, with lime- 
stone trim, and is modern in every 
respect, functional design being 
stressed. James Gamble Rogers 1s 
the architect, in association with the 
late Henry C. Pelton. 

Generally recognized in the field as 
outstanding in its special interest, the 
Memorial Hospital, founded in 1884, 
adjoins the Rockefeller Institute for 
Medical Research, the New York 
Hospital and Cornell — University 
Medical ‘College, being affiliated with 
the latter in its teaching and research 
work. It is supplied with every fa- 
cility for the most complete and ef- 
fective treatment of cancer, and as 
stated by Dr. Burton T. Simpson, 
director of the New York State In- 
stitute for the Study of Malignant 
Diseases, Buffalo, at the dedication, 
“It is acknowledged that the staff of 
Memorial Hospital is composed of 
the outstanding cancer specialists in 
the country,” with Dr. James Ew- 
ing, director of the hospital, charac- 
terized by the same authority as “the 
foremost cancer specialist in the 
world.” 

Funds from Several Sources 

Funds for the substantial capital 
investment involved in the construc- 
tion and equipment of the hospital’s 
new home came from several sources, 
the major contributions being a grant 
of three million dollars from the Gen- 
eral Education Board, $500,000 from 
Edward S. Harkness, and the site 
itself, opposite the fine group of 
buildings occupied by the New York 
Hospital and the Cornell school, by 
John D. Rockefeller, Jr. Various 
other gifts brought the total invest- 
ment up to the figure named, and 
enabled the construction of a build- 
ing which houses 168 patients, in- 
cluding 75 ward beds, an extensive 
out-patient department and_ clinic, 
and the resident staff, with the most 
powerful X-ray unit ever constructed 
(described in detail in the January, 
1939, number of Hospira, Man- 
AGEMENT), a General Electric instal- 
lation designed to produce a million 
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Memorial Hospital in New Building 


‘dollars then in the 


volts at three milliamperes or less, 
said to be the equivalent of eight and 
a quarter pounds of radium. 
Storage of Radium 

The storage of the hospital’s own 
radium supply called for special con- 
struction, a vault beneath the side- 
walk being built for this purpose, 
with heavy walls of reinforced con- 
crete lined with lead. The removal 
of this radium from the old hospital 
to the new one called for the serv- 
ices of a specialist in this dangerous 
and unusual task, and gave the New 
York newspapers an interesting story 
on the remarkable potentialities of 
radium for both good and harm. 

The site measures 200 by 613 feet, 
with the main entrance on East 68th 
street. The power plant and similar 
services are housed in the basement, 
while on the first floor are the ad- 
mitting office, the waiting rooms, rec- 
ord department, social service de- 
partment, out-patient clinic, the fol- 
low-up service, X-ray diagnosis and 
treatment rooms, and the radium de- 
partment, together with suites of ex- 
amining offices for the use of the 
nine clinical departments. The sec- 
ond floor houses the laboratory and 
research departments, which are un- 
usually extensive on account of the 
character of the hospital and_ its 
teaching and research functions. 

Bed patients are cared for on the 
third to the tenth floors, inclusive, 
the capacity of 168 beds being divided 
into 34 private rooms, 58 beds in 
semi-private rooms, and 76 in wards. 
The living quarters of the resident 
staff are on the eleventh floor, and 
on the twelfth are the operating 
rooms, five in number, with theaters 
for the use of students and visiting 
physicians, sterilizer and preparation 
rooms and other auxiliary services. 


Ground Broken in 1937 


Ground was broken for the new 
building in October, 1937, and_ si- 
multaneously a drive was started to 
secure a larger endowment than the 
sum of approximately one million 
fund. Rising 
building costs during construction led 
to the conversion with the consent 
of the donor of the half million dol- 
lars originally intended by Mr. Hark- 
ness for the endowment fund, con- 
ditioned at first on the raising of 
$1,500,000 more. A_ striking and 
unusual commentary on the charac- 
ter of a substantial part of the in- 
creased costs which had to be met 
was made at the time of the dedica- 






















The new building of the Memorial Hospital 
in New York City. 


tion by Dr. Ewing, who declared 
in specific terms that “arbitrary prac- 
tices” by various labor unions had 
made it necessary to cut corners in 
many respects and had resulted in 
a smaller and less roomy building 
than had been intended. 


Ewing Criticizes Unions 


The fact that a great deal of hos- 
pital construction is being planned 
all over the country makes Dr. Ew- 
ing’s statement of special interest. He 
said, in part: 

“Tt is with regret that I have to 
report that the whole program has 
been marred from beginning to end 
by the extravagant demands and the 
arbitrary practices of the labor un- 
ions, which have increased the cost 
of the building about 20 per cent, 
delayed its inception and completion, 
and forced us to cut about twenty 
feet off the length of the building, 
which has resulted in a certain pinch- 
ing of quarters in many regions 
where they were most needed. | 
think our rooms are a little smaller 
than they might be: there is not 
quite so much space available, and 
that is due to the necessity of re- 
ducing the cubage. 

“TI am encouraged to refer to this 
boldly, publicly, as a significant 
thing which characterizes our pres- 
ent-day civilization. I greatly regret 
to think that progress in the care of 
cancer should meet at this time sub- 
stantial obstacles from a portion of 
the population who will come here, 
no doubt, asking for help, and ex- 
pecting to get just as good treatment 
as more deserving persons.” 

_It is especially interesting in this 

; (Continued on page 49) 
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Health Bill Hearings Concluded; 


Disability Insurance Amendments Pending 


Hearings on the Wagner National 
Health Bill were concluded before 
the Murray sub-committee of the 
Senate Education and Labor Com- 
mittee on July 13. There will be no 
further hearings held in the Senate 
on this legislation during the 76th 
Congress, that is, for the period up 
io January 1, 1941. 

Furthermore, it became evident in 
‘he latter days of the Senate hearings 
chat the sub-committee would do 
nothing more with the bill for the 
-emainder of this session, not even 
so much as meet on the bill to dis- 
cuss possible revision in language to 
meet suggestions and _ criticisms 
brought out during the hearings. 


Revision Certain 

That there will be revision of the 
bill’s language and changes in its pro- 
visions next year is regarded as.cer- 
tain. As a matter of fact when the 
sub-committee gets through with the 
bill at the next session of Congress, 
which convenes January 1, 1940, it 
may be radically different than that 
now written. 

There is little quarrel among sub- 
committee members as to the general 
objectives which the Wagner bill in- 
tends to reach and there is little 
likelihood that the bill will be changed 
radically in this regard. What is 
troubling the members, and a prob- 
lem which looms as a difficult one in 
redrafting the legislation, is how to 
hurdle the terrific job of administra- 
tion which the bill contemplates and 
how to meet the objections which 
are certain to be raised in debate on 
the Senate floor as to the tremendous 
cost of the program. 

Senator Ellender of Louisiana 
pointed this out during the tail-end 
of the hearings when the United Mine 
Workers of America were appealing 
for a much wider extension of the 
bill’s provisions concerning industrial 
health and hygiene features. Ellen- 
der told the U.M.W.A. that there 
was little quarrel from any quarter 
as to the desirability of the ends 
which the bill intends to reach, but 
that the sub-committee members 
would have much work to do before 
the cost of the program and the ad- 
ministration of such an Act could be 
determined. 

At the same time it became evi- 
dent that Senator Wagner is not con- 
tent to await the possible outcome of 
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the national health legislation before 
pushing for enactment of some legis- 
lation designed to promote national 
health standards. 

Following action by the House of 
Representatives in voting wide exten- 
sion of the benefits accorded workers 
under the Social Security Act, he 
introduced a series of amendments in 
the Senate which are designed to 
establish a national system of perma- 
nent disability insurance to be ad- 
ministered by the Social Security 
Board. 

These amendments are now pend- 
ing before the Senate Finance Com- 
mittee and are expected to be acted 
upon shortly, one way or another. 
But regardless of whether the Sen- 
ate Committee approves the perma- 
nent disability insurance scheme or 
not, the New York Senator intends 
to offer his amendments on the floor 
of the Senate when the Social Se- 
curity Act amendments are consid- 
ered in that body. And with a repu- 
tation for getting things done, and 
the authorship of the Social Security 
Act behind him, Senator Wagner 
may be successful in writing this 
program into the Act. 


Hospitals Affected 


The bill would substantially affect 
the medical profession, and particu- 
larly the hospitals, because it pro- 
vides that the Social Security Board 
“... shall make provision for deter- 
mination of disability and its redeter- 
mination at regular intervals or at 
specified periods” and “. shall 
make provisions for furnishing of 
medical, surgical, institutional, re- 
habilitation, or other services to in- 
dividuals entitled to receive primary 
disability benefits if such services 
may aid in enabling such individuals 
to return to gainful work. Such ser- 
vices shall be furnished by qualified 
practitioners and through govern- 
mental and non-governmental hospi- 
tals and other institutions qualified to 
furnish such services: Provided, That 
nothing herein shall authorize the 
construction of any such hospitals or 
other such institutions .. .” 


The House Ways and Means Com- 
mittee had under consideration pro- 
posals for permanent disability in- 
surance and received considerable 
testimony from Dr. Arthur J. Alt- 
meyer, chairman of the Social Se- 
curity Board, and others on the ques- 
tion, but the proposals were not rec- 
ommended for favorable action by 
the House and were not in the bill 
as passed the House—therefore the 
move of Senator Wagner to get them 
through the Senate. If such is done 
the question would remain to be re- 
solved in a joint House-Senate con- 


‘ference. In such a contingency the 


Wagner proposal might very well 
remain in the bill. 


Benefits Through States 


Senator Wagner pointed out when 
he introduced the bill in the Senate 
that benefits would not be paid to 
workers who become permanently 
and totally disabled as a result of 
employment. Such disability he 
would leave to the states under the 
workmen’s compensation laws. All 
states but Mississippi now have such 
laws. The purpose of the legislation 
he said “. . . authorizes the Social 
Security Board to make provisions 
to determine disability and for the 
furnishing of such services as may 
aid in rehabilitating disabled workers 
so that they can return to gainful 


work. This authorization is limited. 


so that rehabilitation services shall 
be furnished through qualified prac- 
titioners and through existing hospi- 
tals and institutions .. .” 

In discussing this matter before 
the House Ways and Means Com- 
mittee this Spring, Dr. Altmeyer told 
the committee that ifi connection with 
any permanent total disability pro- 
gram, adequate provision should be 
made for hospitalization and other 
institutional care, and for vocational 
rehabilitation. He further told the 
committee that “. . . I think that an 
important phase of the administra- 
tion would be to make cooperative 
arrangements with such other facili- 
ties as the Veterans’ Administration, 

(Continued on page 45) 


Hearings on the National Health Bill have been concluded for the 
present session of Congress. Reports indicate that it will be radically 
revised before it is again presented to Congress. 
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Delegates in attendance at the annual meeting of the New Jersey Hospital Association in Atlantic City, N. J. 


Speakers at N. J. Convention Emphasize 
Need for Soundness in Plan Enrollment 


The three-day meeting of the New 
Jersey Hospital Association, held in 
Atlantic City, June 8, 9 and 10, devel- 
oped the usual discussions of hospital 
service plans, the pressing problems 
of finance and of other severely prac- 
tical aspects of voluntary hospital 
work, but was also lightened by an 
“Information, Please” program and a 
general air of leisure in keeping with 
the summery weather at the resort 
city. 

Mrs. Mary Stone Conklin, R. N., 
superintendent of the Hackensack 
Hospital, Hackensack, the president- 
elect, assumed office, succeeding Dr. 
Edw. Guion, of the Atlantic County 
Hospital, and the following new off- 
cers and executive committee mem- 
bers were elected: President-elect, 
F, Stanley Howe, director, Orange 
Memorial Hospital, Orange; vice- 
president, Otis N. Auer, director, 
Monmouth Memorial Hospital, Long 
ranch ; treasurer, Thomas J. Golden, 
Medical Center, Jersey City (re- 
elected); secretary, Dr. George 
O’Hanlon, Medical Center, Jersey 
City, who has been acting as secre- 
tary since Fred W. Heffinger left 
Trenton for Manhattan; executive 
committee, W. Malcolm MacLeod, 
Florence P. Burns, R.N., J. Berkeley 
Gordon, M.D., I. Ellis Behrman, Jos. 
E. Raycroft, M.D., and Joseph Don- 
nelly. 

The opening session, following a 
luncheon of the executive committee, 
listened to an exceptionally interest- 
ing report on New Jersey’s hospitals, 
prepared for the New Jersey Medical 
Society by Norman M. Scott, M.D., 
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executive assistant of the Society, and 
then adjourned to Haddon Hall to 
participate in a joint meeting with 
the Society, which was addressed by 
Dr. G. Harvey Agnew, president of 
the American Hospital Association, 
and by President Carrington of the 
Medical Society. 

Both addresses stressed the fact 
that most of the physician’s work to- 
day is done in the hospital, Dr. Ag- 
new stating that many doctors now 
have their offices in the hospitals 
where they work. He remarked also 
on the broader social views becoming 
prevalent in the hospital field as else- 
where, pointing to the recent declara- 
tion of the Ontario Medical Associa- 
tion in favor of compulsory health in- 
surance as an example. He expressed 
the opinion that hospital care insur- 
ance plans can be worked out satis- 
factorily in such fashion as to meet 
objections raised to them by some 
physicians. 


Quiz Adds Interest : 


The “Information and Misinforma- 
tion, Please” event Thursday evening 
was a cleverly designed method of 
emphasizing to the convention group 
a number of important and interest- 
ing details concerning hospital and 
general health matters in New Jersey. 
Two teams of “experts” contested for 
the best score, Eleanor E. Hamilton, 
Catherine Guenther and _ Florence 
Burns comprising the women’s team, 
opposed by Edgar C. Hayhow, F. 
Stanley Howe and I. Ellis Behrman. 
Emil Frankel explained the object of 
the program, Dr. O’Hanlon acted as 


judge and kept a careful score, while 
LeRoi A. Ayer handled the questions. 

The first half of the program con- 
cerned itself with New Jersey health 
and hospital statistics, and the latter 
half with more general matters. Both 
teams acquitted themselves creditably, 
although Dr. O’Hanlon’s score-sheet 
indicated that out of a possible 420 
points the women’s team had received 
407, the men 400. 

Hospital service plans occupied a 
considerable part of Friday morning, 
interest in the topic being heightened 
by the presence of Dr. C. Rufus Ro- 
rem, director of the A. H. A. Com- 
mission on Hospital Service Plans, 
who attended not only in response to 
the Association’s invitation, but to 
preside over a meeting of eastern 
service plan directors the following 
day, called to enable a general dis- 
cussion of the problems connected 
with the rapid development of the 
plans in New York and elsewhere. 

J. Albert Durgom, executive direc- 
tor of the New Jersey State plan, 
gave details of the enrollment pro- 
cedure which has been worked out, 
while C. R. Burnett, executive vice- 
president, spoke of some of the tech- 
nical complications involved, and Dr. 
Rorem discussed the future prospects 
of non-profit plans in general. 

Plan Development Traced 

Mr. Burnett presided over the 
meeting, and in his own address 
traced the development of the state- 
wide plan from the Essex County 
plan, initiated in 1932, following the 
first experiment in that direction at 
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Baylor several years before. The Bay- 
lor plan was carefully studied, he said, 
before the Essex effort was begun. 
He pointed out that no figures were 
available at the time on the incidence 
of hospitalization and other factors of 
risk involved, and that the whole 
process then and later has been one of 
trial and error. It is becoming more 
and more apparent, he emphasized, 
that grave abuses are being perpe- 
trated as the popularity of the plans 
increases, and that preventive meas- 
ures must be applied to protect bona 
fide subscribers and the hospitals 
alike from the small minority of chis- 
elers. One check which is being ef- 
fectively applied, he said, was by way 
of investigation of the original diag- 
nosis, to discover when the condition 
calling for hospitalization was first 
discovered. 

Mr. Durgom’s description of the 
plan’s enrollment procedure logically 
followed Mr. Burnett’s suggestion 
that greater care must be used both in 
enrollment and in admitting routine, 
as the measures which he indicated 
show a weeding-out process on one 
hand and a steady effort to give the 
plan the benefit of the averages oper- 
ating in a group. He said that the 
140,000 subscribers to the plan in 
New Jersey are paying over a million 
dollars a year, and that the plan is 
paying $2,000 a day to the State’s 
hospitals. He emphasized, too, the 
fact that financially sound insurance 
depends basically on careful selection 
of risks, and that therefore the suc- 
cess of the service plans rests largely 
on the soundness of the enrollment 
procedure adopted. 

Dr. Rorem prefaced his remarks 
with the rather striking statement 
that the United States is the only im- 
portant country in the world in which 
the average man makes any attempt 
to pay his own hospital bill. He ex- 
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plained that he meant by this that in 
most if not all European countries, 
including England, only the compara- 
tively wealthy use hospitals of the 
quality of the average approved 
American hospital. 

In England, for example, he point- 
ed out that while a number of the 
middle class pays its hospital bills, it 
is not in what America would con- 
sider good hospitals. The average 
wage-earning citizen, on the other 


hand, gets his hospital care in a Coun- 


ty Council hospital, or as free service ; 
while on the continent the major ex- 
pense is paid from tax funds, even 
health insurance plans paying bene- 
fits to government hospitals. The 
concept of the voluntary hospital in 
which the average man tries to pay 
his bill is purely American. 


Trend Toward Government Control 


Dr. Rorem voiced the warning, 
however, that there is a strong trend 
under way which follows the theory 
that public health is a government 
function, and that the government 
should therefore have more control 
over the health of the individual than 
ever before; hence the support for 
proposals such as those embodied in 
the so-called national health bill. 
Even now, he said, the voluntary 
hospitals themselves receive more 
money from tax sources than from 
endowment income and _ voluntary 
contributions combined. Hospital care 
plans offer an effective means of en- 
abling the average man to pay his 
hospital bill, and, as experience de- 
velops, promise to do an increasingly 
good job. He emphasized the fact 
that it is the guarantee by participat- 
ing hospitals of service to plan sub- 
scribers which alone makes _ these 
plans different from company insur- 
ance. This feature places responsi- 
bility directly on the hospital, with a 
corresponding responsibility on the 
plan for care in the various details 
of administration. 

He expressed the belief that the 
problems of the future for service 
plans will arise not from epidemics 
or unexpected happenings imposing 
added burdens on a given group, but 
from the demand for more service 
from the public. Ultimately these 
demands will have to be met, whether 
by insurance plans, by taxation or 
otherwise. He added that while the 
growing demand for medical service 
coverage is evident, any present at- 
tempt to meet this demand would 
only involve additional difficulties if 
combined with hospital service plans. 

Gordon McAlpin Pyle, of the 
United Hospital Fund of New York, 
spoke briefly on the problems of the 
hospitals and the operation of the 


New York service plan, and was fol- 
lowed by Dr. Paul Keller, former 
medical director of the Bankers’ In- 
demnity Company of Newark, with 
some remarks on the relations of in- 
surance companies with hospitals 
growing out of the increasing variety 
of coverage offered by these compa- 
nies for hospital service, beginning 
some years ago with the development 
of insurance for workmen’s compen- 
sation cases, with liability insurance 
of various types now contributing 
substantial sums, and hospital care 
insurance developing rapidly. 


Committee Recommended 


He commented on the latter type 
of insurance, that the companies have 
found selection of risk and a detailed 
statement of medical history impor- 
tant in keeping losses down. He rec- 
ommended that the association form 


. a permanent committee to study all 


forms of hospital insurance, as well 
as a permanent committee to cooper- 
ate with the medical society on such 
problems. 

An interesting discussion of the 
increasing recognition of the need for 
convalescent care in proper surround- 
ings, not necessarily hospitals, was 
offered in a paper by Miss Cora 
Gould, superintendent of the Chil- 
dren’s Country Home, Westfield, 
N. J., read by Dr. Frankel. Pointing 
out that the chief concern heretofore 
in the hospital field has been the care 
of the acutely ill, she said that it has 
long been recognized that a period 
of rest and freedom from worry 
after illness or operation is essen- 
tial to complete recovery, and that 
if approximately 12 beds for con- 
valescent care to each 100 beds for 
acute cases could be made available 
this need could be met.  Inciden- 
tally, she remarked that the care of 
a convalescent costs only about one- 
half that of an acute patient in a 
well-conducted hospital because 
much expensive equipment is not re- 
quired. . 

Three interesting papers on vari- 
ous phases of nursing education 
were presented Friday afternoon. 
Louise E. Altender, Ph.D., of the 
New Jersey State Teachers’ College, 
Paterson, spoke on the selection of 
student nurses; Miss Clara Que- 
reau, secretary of the Committee on 
Accrediting of the National League 
of Nursing Education, discussed the 
plans of that organization for con- 
ferring the rating of accredited 
schools, and Miss Jessie M. Mur- 
doch, R.N., director of the school 
of nursing of the Jersey City Medi- 
cal Center, discussed “The Student, 
the Nurse, the Graduate.” 

An exceptionally practical ad- 
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dress on the hiring and training of 
employees in the housekeeping de- 
partment of the hospital was pre- 
sented by Mrs. Doris L. Dungan, 
president of the National Executive 
Housekeepers’ Association. Mrs. 
Dungan emphasized tact and consid- 
eration as indispensable factors in the 
employment and handling of the rela- 
tively low-grade employees in the 
housekeeping department, with such 
suggestions as sources of supply for 
people of good quality for this de- 
partment, comfortable shoes, time and 
facilities for showers, and the like. 
Well-defined job specifications and 
work schedules are important, she 
said. 

The annual banquet on Friday eve- 
ning had the advantage of the serv- 
ices of the popular William J. Ellis, 
Commissioner of the New Jersey 
Department of Institutions and 
Agencies, as toastmaster, and he in- 
troduced as speakers Dr. Guion, who 


delivered his address as president; 
Dr. Agnew, who delivered the greet- 
ings of the American Hospital Asso- 
ciation, and Dr. Robin C. Buerki, 
president of the American College of 
Hospital Administrators. 

The concluding session, Saturday 
morning, witnessed the installation of 
the new officers and a lively round- 
table conducted by Otis N. Auer, di- 
rector of the Monmouth Memorial 
Hospital of Long Branch, with gen- 
eral discussion of the following sub- 
jects introduced by leading speakers: 
William A. Dawson, accounting divi- 
sion of the United Hospital Fund, 
New York, on accounting problems ; 
Dr. Donald C. Smelzer, director, 
Graduate Hospital of Philadelphia, 
intern service; A. O. Jackson, chief 
safety engineer of the Aetna Casualty 
& Surety Company, on safety prob- 
lems; and Raymond P. Sloan, east- 
ern editor of “Modern Hospital,” on 
public relations. 


Eastern Plan Heads Discuss 


Problems 


Frank and full discussion of the 
problems confronting hospital serv- 
ice plans was had at a meeting of 
eastern service plan executives called 
by C. Rufus Rorem, director of the 
American Hospital Association’s 
Commission on Hospital Service, at 
Atlantic City on Saturday, June 10, 
following the convention of the New 
Jersey Hospital Association, at which 
Dr. Rorem was a speaker. 

The difficulties which made it nec- 
essary for the New York City and 
Massachusetts plans to reduce pay- 
ments to the participating hospitals, 
and the warnings sounded by the 
Pennsylvania and other state insur- 
ance authorities, called for a careful 
consideration of the situation, and the 
conference went into it fully, with 
due emphasis on the necessity for 
care in enrollment as well as in ad- 
ministration. 

General opposition to the enroll- 
ment of individuals as calculated to 
result in excessive hospitalization 
was expressed, and emphasis was 
placed on the guarantee of service 
to the subscriber given by participat- 
ing hospitals as a valuable feature 
of the plans, not available under 
commercial insurance. On the other 
hand, it was indicated that no plan 
of rating or otherwise selecting hos- 
pitals for participation seems at pres- 
ent feasible. 
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at Atlantic City 


The following executives, in addi- 
tion to members of their staffs, at- 
tended the round table discussions: 
R. F. Cahalane, Associated Hospital 
Service of Massachusetts, Boston; 
M. Haskins Coleman, Jr., Richmond 
Hospital Service Association, Rich- 
mond, Va.; J. D. Colman, Associated 
Hospital Service of Baltimore; J. A. 
Durgom, Hospital Service Plan of 
New Jersey, Newark; E. J. Henry- 
son, Group Hospitalization, Wash- 
ington, D. C.; Clement W. Hunt, 
Capital Hospital Service, Harrisburg, 
Pa.; H. D. Maybee, Group Hospital 
Service, Wilmington, Del.; Sherman 
D. Meech, Rochester Hospital Serv- 
ice Corporation, Rochester, N. Y.; 
William R. Lowe, Tidewater Hos- 
pital Service Association, Norfolk, 
Va.; Abraham Oseroff, Hospital 
Service Association of Pittsburgh; 
Frank Van Dyk, Associated Hospital 
Service of New York; and E. A. 
van Steenwyk, Associated Hospital 
Service of Philadelphia. Dr. G. Har- 
vey Agnew, president of the Ameri- 
can Hospital Association, and Dr. 
R. C. Buerki, president of the Amer- 
ican College of Hospital Administra- 
tors, were also present. 

Dr. Rorem opened the meeting with 
a statement concerning the future 
prospects of hospital service plans and 
their relationship to voluntary hos- 
pitals. He identified the hospitals as 





the keystone of the structure which 
has been developed, and without 
which the program could not exist. 


Hospital and Plan Responsibility 


The consensus of the group on 
whether hospitals which participate in 
the plans should assume the ultimate 
responsibility for the provision of 
hospital service to subscribers, even 
though the plan is unable to make 
the agreed payments for services 
rendered, was that some agency must 
be responsible for the fulfillment of 
the terms in the subcriber contract. 
Three ways of effecting this guaran- 
tee were suggested: an assessment 
feature in the subscriber’s contract ; 
surplus guarantee funds available for 
the purchase of hospital care; or a 
subscriber contract underwritten by 
a responsible agency. 

Inasmuch as mutual and stock in- 
surance companies use one or the 
other or a combination of both of the 
first two possibilities, it was the opin- 
ion of the delegates that without a 
financial guarantee by hospitals, hos- 
pital service plans should operate 
under the same legislation and should 
meet the same regulations imposed 
upon commercial insurance. The 
unique position occupied by non- 
profit hospital service plans was felt 
to be related primarily to their abil- 
ity to offer a “service contract” be- 
cause of the guarantee by member 
hospitals to assume the ultimate re- 
sponsibility for the provision of hos- 
pital service. 


Considerable emphasis was placed 
upon the responsibility of plan di- 
rectors to administer the plans so 
that the interests of their guarantors, 
the hospitals, would be protected at 
all times. 

It was agreed that it was desirable 
to organize the management of the 
plan to include adequate representa- 
tion of hospitals on the board of di- 
rectors. However, it seemed advis- 
able so to constitute the governing 
body that neither the representatives 
of hospitals, doctors, nor the public 
could pursue selfish interests to the 
detriment of the plan. 

In discussing the type of hospital 
which should be approved for ren- 
dering service under the plans, the 
group agreed that an approval pro- 
gram for hospitals was not a proper 
function of this movement, and that 
the local standards defining what 
constitutes acceptable hospital facili- 
ties in the communities serviced by 
the plans, more than any other factor, 
should determine the eligibility of 
hospitals for membership in a plan. 

It was considered desirable to per- 
mit: the participation of proprietary 
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hospitals in a hospital service plan 
if those hospitals conformed with the 
standards for hospitals in their com- 
munities. Especially was this thought 
to be true in the South, where a large 
percentage of hospitals are organized 
as private institutions. 

The opinion was generally ex- 
pressed that if hospitals are to ac- 
cept the responsibility for the devel- 
opment and for the financial structure 
of hospital service plans, it is not 
logical to expect an institution to 
divide its interests between two plans. 
Therefore, it was suggested that a 
hospital should be accepted as a par- 
ticipating member in one plan only. 


Approval of Claims 


A majority of the executives re- 
ported that their procedure was to 
accept liability for hospital service 
upon notification of admissions sent 
to them by the hospitals. One plan 
director reported that this liability 
was assumed only after receiving the 
final diagnosis with the bill for serv- 
ice from participating hospitals. It 
was pointed out that this method of 
handling hospital cliams was similar 
to the practice which has been estab- 
lished by commercial insurance, and 
that the hospital was not assured of 
payment for a patient until after he 
had been discharged. 

In this connection, the plan direc- 
tors felt that the hospitals participat- 
ing in hospital service plans had 
established a new credit arrangement 
for the public, and that because this 
arrangement was designed to provide 
actual hospital service rather than a 
cash indemnity to meet expense al- 
ready incurred and paid by the pa- 
tient, the hospital service plan should 
accept the admitting diagnosis and 
the judgment of the hospital at time 
of admission if they were to expect 
the hospital to deal with hospital 
service plan patients differently from 
those protected by commercial in- 
surance contracts. 

Those present also felt that hos- 
pitals were not in a position to sup- 
port plans providing cash indemnity 
to cover hospital expenses, even by 
virtue of specific benefit assignments, 
because they have no controlling in- 
terest in the affairs and management 
of such organizations. 

The inclusion of co-insurance for 
dependent coverage and maternity 
care was reported by several direc- 
tors, but it was not definitely estab- 
lished that such a provision in the 
subscriber contract provided a def- 
inite safeguard to the plan. 

Co-insurance plans provide a serv- 
ice contract, but the patient is 
obliged to make a per diem payment 

(Continued on page 52) 
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National Speech Hospital 
Occupies New Quarters 


What is probably the only hospital 
in the United States with no bed 
patients, no nursing staff and no 
facilities whatever for the service 
of food, moved into a handsomely re- 


‘modeled building in New York re- 


cently, the National Hospital for 
Speech Disorders being the institu- 
tion in question. It is entitled to and 
receives rating as a hospital because 
of the number of patients referred 
to it from other hospitals, including 
those who have undergone an opera- 
tion for cleft palate, and because of 
the high quality of the medical and 
teaching staff, which is headed by 


Dr. James S. Greene as medical di- ' 


rector. There is also a distinguished 
consulting staff. 


Building Gift of Littauer 


The new building, a seven-story 
structure at 18th street and Irving 
place, New York, was formerly oc- 
cupied by the New York Telephone 
Company as a branch, and was com- 
pletely remodeled for the purpose of 
the hospital, having been purchased 
and presented to the institution by 
Lucius N. Littauer, president of the 
board. <A total cost of $250,000 is 
involved. The institution was found- 
ed in 1916 by Dr. Greene, being 
housed at first in an old residence 
on East 37th street, moving later to 
more roomy quarters on East Thir- 
tieth street. 

A handsome brick structure with 





The new building of the National Hospital 
for Speech Disorders. 


exceptionally lofty floors, the build- 
ing required comparatively few struc- 
tural changes, most of the additional 
investment being in decoration, fur- 
nishings and equipment. Service 
quarters and a gymnasium occupy 
the basement, spacious admitting and 
other offices are on the first floor, 
while a fine auditorium, seating 300 
persons, with adjoining lounge and 
reception rooms, are on the second 
floor. Dramatics are an important 
part of the hospital’s course of treat- 
ment for speech cripples, and the 
auditorium takes care of the needs 
of this phase of the fine work done 
in the hospital. A moving picture 
booth is part of the equipment. 


The third floor provides kinder- 
garten rooms for dysphemia (stut- 
tering) children, dyslalia groups, and 
a normal, or control group. A study 
room for intermediate children and 
a suite of instruction (group 
therapy) rooms for adult patients are 
also on this floor. The medical de- 
partment is on the fourth floor, with 
doctors’ offices, a diagnostic clinic, 
a fluoroscopic examination room, in- 
dividual psychiatric conference rooms 
and a medical waiting room. A 
completely equipped soundproof voice 
studio and an editorial room are also 
on this floor. An important part 
of the routine of the hospital is a 
record of the patient’s voice on his 
first visit and subsequent records to 
give him convincing proof of im- 
provement. 

The sixth and seventh floors pro- 
vide room for instruction in rhythm- 
ics, an important factor in estab- 
lishing normal speech, game rooms, 
the social director’s room, library, 
laboratory, and research study room. 

The hospital admits nearly three 
thousand patients a year, with ap- 
proximately seventy per cent free; 
and over half of the free patients are 
referred to the institution by hos- 
pitals, community health centers and 
other public institutions, some of 
them coming from considerable dis- 
tances, and not a few from foreign 
countries, facilities for expert treat- 
ment and instruction of the sort of- 
fered by this hospital being very lim- 
ited in the entire world. 

A research program is planned 
which will meet the present need for 
more scientific knowledge of the 
etiology of voice and speech disor- 

(Continued on page 49) 
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Father Schwitalla Urges Opposition 
to National Health Act 


The Catholic Hospital Association 
appropriately inaugurated its twenty- 
fifth year by holding its annual con- 
vention, June 12 to 16 inclusive, in 
Milwaukee, Wis., the city in which 
it was organized. The connection 
with the city and Marquette Univer- 
sity was emphasized by many of the 
speakers, and particularly by Father 
Schwitalla in his presidential address. 
Paying tribute to the University and 
to Father Moulinier, who was presi- 
dent of the association during its early 
years, he pointed out that the rapid 
early growth of the organization and 
much of its success was due to the 
firm foundation which had been laid. 

The opening session was devoted to 
addresses of welcome to the conven- 
tion. Conveying greetings from Mar- 
quette University, Dr. Eben J. Carey, 
dean of the School of Medicine, 
pointed out the necessity for main- 
taining the standards which have been 
established in medical education in 
spite of threatened political encroach- 
ment. Reverend Herm. L. Fritschel, 
speaking for the American Protestant 
Hospital Association, called attention 
to the harmony and unity of purpose 
which exists between all the various 
associations, and stressed the neces- 
sity for the spirit of Christianity be- 
hind all hospital service, a_ spirit 
which is so often lacking in govern- 
mental hospitals. 

Reviews Year's Accomplishments 


The most noteworthy address of 
the session was Father Schwitalla’s 
presidential speech, in which he re- 
viewed the accomplishments of the 
past year, characterizing the spirit as 
being one of optimism, determination 
and spiritual and apostolic zeal. He 
called attention to the utterance of 
the late Pope Pius XI, in which the 
care of the indigent was commended 
to the association, an utterance which 
was almost prophetic in view of the 
new philosophy which makes these 
people the responsibility of the state. 

An interesting and significant part 
of Father Schwitalla’s address dealt 
with the National Health Act. Speak- 
ing of the conflict which at present 
appears to be waging between public 
and private agencies, and the many 
different points of view, political, 
sociological and other, he emphasized 
the necessity for cooperation and 
pointed out that the private institution 
is doomed if the ultimate decision is 
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in favor of governmental control of 
all health activities. 

In discussing the bill, Father 
Schwitalla approached the subject 
from three angles: the present system 
of caring for the sick, the division of 
labor, and the resources necessary for 
adequate service. 

The system established for the care 
of the sick under our democratic sys- 
tem has produced great results, he 
commented, private and public agen- 
cies being developed side by side in 
harmony, to the advantage of the 
health of the public. However, he 
said, controversy has arisen because 
of the false assumption that a system 
of dual responsibility must break 
down under financial stress and it is 
therefore contended that in the pres- 
ent emergency national resources 
must be increasingly used. The re- 
sult feared is increasing governmental 
influence with ultimate governmental 
domination. 


Partnership Indispensable 


Instead of such domination, Father 
Schwitalla asserted that our demo- 
cratic organization points to a coop- 
erative plan which presupposes a mu- 
tual respect and consideration by pub- 
lic and private agencies, and that a 
partnership based on such respect is 
indispensable. The plan of pub- 


lic support for public institutions 
means responsibility to the public 
with formality and inflexibility. On 
the other hand, private institutions 
are able to carry on independently and 
without outside interference, thereby 
making them more informal and 





REV. ALPHONSE M. SCHWITALLA, S.J. 
. re-elected president of C.H.A. 


flexible. The result is a freedom of 
thought and action which to the 
Catholic church has produced such 
rich returns in opportunities for serv- 
ice to the public which is service in 
the cause of Christ and his church. 

Discussing the second point, the di- 
vision of labor, he emphasized the 
fact that neither the public nor the 
private agency can reach all the peo- 
ple, and that the labor involved must 
be distributed between the two part- 
ners. 

In the third point, Father Schwi- 
talla considered the resources neces- 
sary for adequate service, and here 
he made a differentiation between 
financial and human resources. While 
financial resources are a necessity, he 
said, of greater importance are those 
of human activities and values. He 
asserted that the indignation aroused 
in the hearts of many by the National 
Health Bill is due in no small measure 
to the implied denial of the validity 
of a partnership between public and 
private agencies. Private agencies, he 
pointed out, are ignored and forgotten 
as if non-existent, which leads to the 
assumption that none but public 
agencies have achieved worth while 
results in health activities and that 
there is no area left for private 
agencies in safe-guarding health, hap- 
piness and social security. 

He called attention to the close in- 
tegration of the C. H. A. with the 
National Catholic Welfare Associa- 
tion and the National Conference of 
Catholic Charities. In addition, he 


said, the controversies being waged 
around the National Health Bill have 
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brought about a marked degree of 
coordination with the American Med- 
ical Association, and there is manifest 
a unity of purpose with the Ameri- 
can Hospital Association, the Ameri- 
can Protestant Hospital Association 
and American College of Surgeons. 

Commenting that the three hospital 
associations have asked only that the 
existing partnership be continued, he 
asserted that the attitude in regard 
to the bill would be entirely different 
if this partnership had been recog- 
nized, if respect between public and 
private agencies had been maintained, 
if there had been provided a proper 
division of labor, if assets, both tan- 
gible and intangible, had been dis- 
tributed, and if the indigent had not 
been regarded as merely wards of the 
state. The government, he empha- 
sized, may take freedom of action 
from us but it can never kill the spirit 
of service. 


Urges Opposition to Health Act 


Summing up his discussion of this 
legislation, he urged that the act be 
opposed because it threatens the func- 
tions and existence of private insti- 
tutions, it assumes that government 
alone has the right to care for the in- 
digent, and the overweight of the na- 
tion’s financial resources allocated to 
public institutions appears to be a 
menace to national liberty. 

Father Schwitalla also called atten- 
tion to the increasing recognition of 
the administrator and the differentia- 
tion between hospital administration 
and the professional care of the pa- 
tient, and announced that an institute 
for administrators would be held in 
St. Louis within the near future. 

An interesting discussion of collec- 
tion efforts was included in the meet- 
ing on accounting and budgetary con- 
trol, led by William A. Dawson, of 
the United Hospital Fund, New 
York. Mr. Dawson advocated the 
use of outside collection agencies 
after a brief period of collection ef- 
fort by the hospital, contending that 
sisters were too easy to make good 
collectors. He was opposed, in this 
contention, by one of the hospital 
chaplains who gave the experience of 
the hospitals in the order with which 
he is connected. This order has 
trained thirty sisters in collection 
methods and has satisfactory results. 

The point was made here also that 
the determination of the patient’s 
ability to pay must be based on the 
earning capacity of the family, and 
that if, after proper investigation, it 
was found that the patient is unable 
to pay, the account should be written 
off; if able to pay, he should be re- 
quired to do so. 

Dr. William F. Montavon, direc- 
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tor of the legal department of the Na- 
tional Catholic Welfare - Conference, 
Washington, D. C., was the principal 
speaker at the session devoted to leg- 
islative trends in the United States 
as they affect hospitals. 

Discussing federal legislation for 
old age security, he commented that 





he favored the extension of the bene- 
fits of the Social Security Act to hos- 
pital employees. He explained that 
funds for the purposes of the Act are 
not earmarked for this purpose but 
are paid into a general fund and that 
the benefits are paid from this fund. 
(Continued on page 45) 


Ambulance System Serves 87° 


of U. of |. Hospital Patients 


A unique and highly beneficial hos- 
pital ambulance system is one of the 
singular accomplishments of the State 
Hospital connected with the Univer- 
sity of Iowa in Iowa City. 

Since April 22, 1932, an ambulance 
service—now consisting of a fleet of 
20 automobiles, each averaging 8,000 
miles a month—has been transport- 
ing a majority of the newly com- 
mitted and “return” trip patients to 
and from the hospital. Only state 
patients are handled in this way and 
of these there are approximately 2,400 
transported each month. 

This free-of-charge benefit draws 
its funds from an annual appropria- 
tion allocated to the hospital by the 
state. The cost-per-patient mile av- 
erages about 114 cents, which in- 
cludes driver’s salary, garage rent, 
depreciation and all operating ex- 
penses of the cars. 

The cars themselves are standard 
seven-passenger vehicles with minor 
alterations. Each ambulance is ca- 


pable of handling one patient on a 
cot, and in addition, as many as four 
“up” patients on the same trip. 
Although the driver often serves 
as a Satisfactory escort, patients re- 
quiring extra attention are provided 
with the services of a special “host- 


” 


ess.” On the average, each out-go- 
ing and in-coming ambulance handles 
five well-attended passengers at a 
time. 

Geographically arranged by the 
hospital’s traffic department, the trips 
are made in orderly succession, avoid- 


‘ ing unnecessary mileage. 


Thus far these ambulance trips 
have saved the hospital immense 
amounts of money. Not only does 
this system save them large sums, 
the hospital authorities assert, but it 
actually makes this sum available for 
the further care of indigent patients, 
which group has increased 100 per 
cent during the past eight years. 

Nor do they neglect the essential 
point of traveling comfort—believed 
far greater in an ambulance provided 
with special service—than in bus or 
train transportation. A patient living 
at the farthest point of the state, leav- 
ing the hospital at 10 in the morning, 
will be brought to his home by night- 
fall. 

State patients served by the am- 
bulance system represent about 87 
per cent of the total number admitted 
to the University of Iowa hospitals 
in their program of caring for ap- 
proximately 22,000 individuals each 
year. 





Part of the University Hospital's ambulance fleet, with the majestic tower entrance of the 


hospital in the background. 
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"The Customer Is Often Right" 


A practical demonstration of the 
public relations angle in the hospital 
front office was given amusingly at 
the recent convention of the Hospital 
Association of New York State in the 
form of a dramatic skit prepared by 
the Public Relations Committee of 
the Greater New York Hospital As- 
sociation, with L. M. Arrowsmith, of 
St. John’s Hospital, Brooklyn, as di- 
rector and principal author. 

Entitled “The Customer Is Often 
Right,” and with four hospital exec- 
utives as chief actors, the sketch 
showed how difficult it may be to re- 
ceive the suffering patient tactfully as 
well as efficiently. 

Space limitations make it impos- 
sible to reproduce the entire sketch, 
but the plot called for two of the ex- 
ecutives each to enter the other’s hos- 
pital as a patient in order to expose 
the public-relations weaknesses of the 
admitting group. 


The scene opens in a midtown restau- 
rant, where the four hospital administra- 
tors (Fred Preston, John Terrence, James 
Norris and David Mellon) are seated 
around a table. The conversation has 
drifted to a discussion of each other’s 
front office personnel. 


 *. + 


Dave: You should see Fred’s telephone 
operator. I hear she’s got one eye, and 
even that has a mean glint in it. She 
must be a friend of someone on the Board. 

Frep: Sure, go ahead! It’s easy to 
criticize. 

Joun (soothingly): We're not picking 
on you, Fred. Every hospital has its 
troubles in the front office. If it isn’t the 
telephone operator, it’s the information 
desk, the admission office or the cashier. 
In fact, | doubt if you can find more than 
a few hospitals that have front office per- 
sonnel they can be proud of. And poor 
old David Q. Public gets an impression of 
us all that he is certain to pass on to at 
least a dozen others. And what do we 
do about it? Not a doggone thing! 

Dave: Keep your shirt on, John. Have 
you any suggestions for correcting this sad 
state of affairs? 

Joun: I dunno. Maybe Rufus Rorem 
should write an article. But it is a serious 
problem. It’s nothing to laugh at. 

Frep: Well, let’s do something about 
it. Let’s be guinea pigs and see just how 
right you are about the public reaction. 

Dave: What do you mean, guinea pigs? 

Frep: Did you ever go through the 
front office as a patient? Not in your owr 
hospital, of course, but in any other? 

Dave: Why no, Fred, I haven't. 

Frep: Let’s put this public reaction 
theory to the test. Suppose you and John 
enter each other’s hospital as patients and 
see what kind of an impression you get. 
You both will profit from the good and 
bad points you pick up. And if others did 
the same, I have an idea it wouldn’t be 
long before David Q. Public got a better 
impression of the hospital’s welcoming 
committee. How about it, John? 
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Joun: Sounds like a good idea to me. 
I'll try it. 

Dave: Sure. So will I. Both hospitals 
are close by and we can be back in half 
an hour or so. Is that all right with you, 
John? 

Joun: Suits me. If Fred and Jim will 
wait, we’ll report back here. 

Jim: A swell idea! I wouldn’t miss 
this for anything. 

JoHN: Just a minute. I think I’ll make 
a preliminary call to Dave’s hospital now. 

Joun: A little quiet please, while a sick 
man tries to get some attention at Dave's 
hospital. Hello—operator, let me have 
Diabetes 2-2120. (Pause) Hello! Hello! 
(Pause) Your operator takes her time, 
Dave. No answer yet. 

Dave (uncomfortably): There must 
be an ambulance call coming in. 

Joun: You mean she’s powdering her 
nose! Well, here she is—at last. Hello. 
My name is John Terrence. I’m in a res- 
taurant and I’ve got an awful pain in my 
side. I think it’s my appendix. I need a 
doctor! (Pause) Oh—come to the hos- 
pital. Have you got any good doctors? 
(Pause) All right, all right. (Pause) 
Don’t shout. Well, Dave, I’ll say this for 
your operator. She’s got a voice that 
would rate first prize at any hog-calling 
contest. 

Dave: Well, don’t be too cocky. Give 
me the phone. Hello—let me have Dog- 
wood Tree-Tree, Tree, Tree, Tree. 
(Pause) Oh, hello. I’m a sick man. I 
need help. (Pause) Yes, the admission 
office? (Pause) My name is Dave Mal- 
lon. (Pause) I don’t know. Maybe it’s 
my appendix. (Pause) I'll be right over. 
Well, John, I'll have to admit that’s a 
good start. But we’re not through yet. I 
have a hunch there’s something waiting 
for me that won’t be quite as nice as your 
operator was. Well, let’s go, John! 

Joun: Oh here, Jim, if I’m going to 
Dave’s hospital you’d better hold my wallet 
for me. 


Jim: Fred, I think you’ve hit on some- 
thing. This may do a lot of good if it’s 
properly pushed. We can learn something 
about our own hospitals this way. 

x ok x 


ANNOUNCER: We take you now to Last- 
ing Memorial Hospital where a bored tele- 
phone operator is busy taking incoming 
calls, 

x ok Ox 

Operator: Lasting Memorial. O. K., 
I'll give you the information desk in a 
minute. 

INFORMATION (courteously) : This is the 
information desk. Can I help you? 
(Pause) Yes, Mrs. Harrison was operated 
on yesterday. The latest report is that she 
had a comfortable night and is as well as 
can be expected under the circumstances. 
(Pause) Oh, is this Mr. Harrison? [I'll 
get the very latest from the floor. Just 
hold the line please. (Pause) Fourth 
floor? Can you tell me the latest on Mrs. 
Harrison? (Pause) Thank you. Hello 
Mr. Harrison. The floor supervisor says 
your wife is reasonably comfortable and 
has asked whether you will be in to see 
her this evening. (Pause) Yes, I will. 
Goodbye, Mr. Harrison. 

OperATor: Yeah! ... Lasting Memo- 
rial. Who did you say? O. K.... Last- 
ing Memorial . . . Speak louder, will ya? 
os auth? ..... 4 tellcya T-cant hear ga! 
. « « What do ya want? ... Oh. Justa 
minute, I’ll give you information. .. . 

INFORMATION: This is the information 
desk. Can I help you? Yes, Mrs. Puc- 
cini, the supervisor called a few minutes 
ago to say the baby was so much better 
that the doctor thinks you can take him 
home tomorrow. (Pause) Yes, I’m so 
glad. (Pause) Certainly, three o’clock will 
do very nicely. Goodbye. 

OPERATOR : Lasting Memorial : 
They’re busy . . . Lasting Memorial .. . 
Dr. Brown . . . Lasting Memorial . . . oh, 
hello Jenny, how are ya, dearie? .. . Last- 
ing Memor:al . yeah, Jenny ... oh, 
he’s not so much . . . ya know, he says 
to me ... Lasting Memorial... Yes... 
Yes ... Yes... Well, if you're sick 
why don’cha hop in a cab and come over 
to the hospital? ... Of course we got good 
doctors. What do ya think this is? ... 
O. K. . . . Lasting Memorial . . . Still 
busy . .. Lasting Memorial. . . . Yes, 
ma’am, you’d better speak to the superin- 
tendent . . . hello, Jenny, I’ll call ya back. 
.. . Lasting Memorial. I’ll give you in- 
formation. 

INFORMATION: Yes, good morning Mrs. 
Fenwick. I thought you might call so I 
have the latest report. Everything is just 
as it should be with both of them. The 
nurses say he’s the dearest little fellow... 
I’m so glad, Mrs. Fenwick. Goodbye. 
(Pause) Can I help you, sir? 

JouHN (in apparent pain) : Oh! O-h-h-h! 
I think I’ve got an appendix—a bad ap- 
pendix ! 

INFORMATION: Oh, you must sit down! 
George, bring a wheel chair at once, 
please. (Pause) Now if you'll sit down 
and relax ... there, that’s better. Now 
I'll take you directly to the admission 
office. May I have your name please? 

JoHN: John Terrence. 

INFORMATION: Here we are at the ad- 
mission office. Miss Pumpem, Mr. Ter- 
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rence seems to be in considerable pain. 
Shall I call a doctor? 

ApMITTING CLERK (business-like, cold 
and impersonal): Thank you, but I'll 
call one in just a minute. We must get 
some facts first. What is your name, 
please? 

JouNn: John Terrence. 

CLerk: Address? 

JoHN: 237 Cyprus Street. 

CLerK: Married or single? 

JoHNn: Singie. 

CLerK: Your age? 

JoHN: Forty-two. 

CLerRK: Your birth-place? 

Joun: Lady, please! Can’t you get all 
this later? I’m a sick man! 

CLerK: Now this will take only a min- 
ute. We must have this record. Where 
was your birth-place? 

Joun: Syracuse. 

CLERK: Father’s name? 

Joun: Henry Terrence. 

CLerK: Where born? 

Joun: County Cork. 

CLerK: Mother’s name? 

JoHN: Jessica Bradshaw. 

CLERK: Where born? 

Joun (groaning): Good Lord, woman! 
I can’t stand this any longer. 

CLERK (annoyed): All right, Mr. Ter- 
rence! I'll get the rest later. Now what 
accommodation do you wish? 

Joun: I don’t care. Just get me to a bed. 
I’m sick, I tell you! I’m really sick! 

CLerK: Of course, Mr. Terrence. Most 
persons in hospitals are. Now the private 
rooms are eight dollars a day, payable a 
week in advance. Is that satisfactory, or 
would you rather . . 

Joun: Yes! Yes! ‘Anything—only please 
hurry! 

CrerK: Dr. Burton will operate. He 
is on service now. 

Joun: All right. If he can be here 
soon. 

CLerK: And now I'll take you to the 
cashier. Ill push your wheelchair over to 
the desk. (Pause) Miss Hawkes, Mr. Ter- 
rence is taking number 437. How much 
will that be? 

JouHn: Good Heavens! I haven’t any 
money with me! I left my wallet with 
Jim! 

CASHIER: Well, that room will be. . . 
Oh, Miss Pumpem, I think the man’s going 
to faint. O-h-h-h! He HAS fainted! 


* * * 


ANNOUNCER: While John Terrence is 
being revived at Lasting Memorial Hospi- 
tal, we'll take you to Goodenbroke Hos- 
pital to see front office conditions there. 

x ee 


Operator (courteously): Goodenbroke 
Hospital, good afternoon. Information 
desk? One minute, please. (Pause) The 
line is busy, will you wait? Oh, here they 
are now Mr. Gemmerson. Go ahead. 

INFORMATION (tough): Information 
desk . . . What’s the name? . . . Speak 
louder, I can’t hear you. . . I said you'll 
have to speak louder . What’s that, 
Jamison? . Listen, will you spell it? 

. No, I’m not deaf. What’s the mat- 
ter with you? . J for James . . . oh, 
G, for Gertrude . . . Gemson? Hang on 
a minute . . No, don’t know anyone 
with that name . . . Well, I can’t help that, 
can I. I’m not a mind reader ; Ok 
I'll look again . . We've got an A. B. 
Gemmerson . . . Well, wait a minute and 
I'll see. I'll call the third floor. . . Hello, 
third floor? What about A. B. Gemmer- 
son? . . . How do I know who’s calling? 
What do you expect, a case history? . . 
Yes, dearie, it’s a man calling, if it’s any- 
thing to you . Now yov’re talking. 
Why didn’t you say so in the first place? 
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; Hello, are you still there? Well, 
the patient’s doing as well as can be ex- 
pected . . . What does that mean? Why, 
it means just what it says . . . Listen, 
write me a letter, will you, I got other 
calls coming in. Goodbye! 

OperAToR: Goodenbroke Hospital. Good 
afternoon . . Certainly, Mr. Sherwood. 
Before I switch you over, Ill try to get a 
better connection. I hardly recognized your 
voice. (Pause) All right, go ahead. I 
hope it’s good news. 

INFORMATION: Yes, this is the informa- 
tion desk. Say, aren’t you the party who 
called before about Mrs. Appleton ? eo 
I thought so . Well, I can’t tell you 
anything. The doctor’s out . How do 
I know? When it comes to what goes 
on in this hospital, your guess is as good 
as mine . He might be back any min- 
ute and he might not be back until next 
week . . . No, he didn’t leave any word, 
whether the patient was going home to- 
morrow or not . Listen, I told you 1 
don’t know. Call back later, will you! 
Goodbye! 

OPERATOR: Goodenbroke Hospital. I’m 
sorry, but that line is still busy. Is there 
anything I can do for you? . . . Of course, 
I'll be glad to. . . Yes, Mrs. Adams... . 
You want to let Mr. Adams know you 
won't get down today before five . . . I'll 
see that he gets the message. Goodbye! 

Dave (in pain): Is this the informa- 
tion desk? I’ve got a terrible pain in my 
side. What can I do? 

INFORMATION: Yes, this is information. 
Got a pain, huh. Maybe it’s something 
you et. But I have nothing to do about 
it anyway. You go to the admitting office. 
Just turn right and keep-on walking. You'll 
see the sign. Well, never mind. There’s 
the admitting clerk now. Oh, Miss Jen- 
nings. Here’s a guy with a pain. 

Dave: I’ve got a pain in my side. I 
think maybe it’s my appendix. I can hardly 
stand up. 

CLERK: You don’t have to. You just 
rest there on that settee for a minute and 
I'll have a chair for you. Have you had 
this pain long? No! Well, you'll be all 








“fi 


right. Here comes the porter with the 
wheel-chair. While you're getting settled, 
perhaps you'll give me your name and ad- 
dress. David Mellon? 682 Amity Avenue? 
We'll take you to a room right now, and 
I can get the other information later. 
You’d like a private room? Fine, we'll 
stop by the cashier’s window on our way 
up. (Pause) We have a patient here who 
would like a nice private room, Miss Peck- 
ham. 

Casuier (coldly): A _ private room? 
Well, that will be fifteen dollars a day. I 
suppose you've told him that we must have 
a week in advance? 

CLerK: Why, no, but—good heavens, 
that will have to wait. The poor man’s 
passed out! 

* * * 

Announcer: And, for the moment, we'll 
leave Dave Mellon to the tender mercies 
of Goodenbroke Hospital. Meanwhile, let’s 
see what Jim Norris and Fred Preston are 
doing back in the restaurant as they await 
the outcome of their little experiment. 

* ok x 


Jim: What time is it now, Fred? I 
thought those birds said it would take them 
only half an hour to check up on each 
other’s hospitals. Maybe we’d better start 
checking on them. 

Frep: Oh, they have three minutes to 
go. Give them time. 

Jim: I’ll bet they didn’t go to the hos- 
pitals at all. They’re probably out having 
a good time some place. 

Waitress: There’s a telephone call for 
you, Mr. Norris. 

Jim: Thanks. Hello! Hello! Say, 
where have you been anyway? ... What? 

. You really did get sick and they took 
you to City Hospital? ... I hope it’s noth- 
ing trivial ... Well, I'll be .. . but how 
are you now?... Better? ... Yes, I know 
you left vour wallet with me. . .. Sure, 
T’ll send it along. . . . Well, take it easy 
old man. We're sorry this happened to 
you, but you'll be all right. Goodbye. 
(Pause) Well, can you tie that? John had 
a sudden attack of something or other when 

(Continued on page 39) 
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Broadcasters Tell How to Plan 
Successful Radio Program 


The study which has been made by 
HospitaL MANAGEMENT in the past 
few months on the possibilities of 
radio broadcasting, as a phase of suc- 
cessful public relations work, has 
developed one outstanding fact: The 
700 broadcasting stations of the 
United States are eager and willing 
to cooperate with the hospitals in pre- 
senting regular programs to their 
communities. 

While a great many hospitals are 
conscious of the value of broadcast- 
ing on special occasions, and use 
it for emergency purposes, such as 
locating blood donors, the number 
regularly represented on the air is 
much smaller. The reason is lack 
of facilities for the preparation of 
material, suitable for program pur- 
poses. 

Free Time Given 


The radio station in most cases 
will supply time without charge. This 
is true of most of the broadcasters 
in the smaller communities. In the 
large cities there is greater pressure 
for representation, but even in cases 
of this kind, the hospital would be 
given serious consideration because 
of its importance in the affairs of 
the community. 

The small station which has free 
time available usually is unable to 
assist the hospital in program build- 
ing. That burden must be assumed 
by the hospital itself. The three pro- 
grams described in the June issue of 
this magazine outlined the various 
kinds of material which are accept- 
able for broadcast purposes: educa- 
tional talks, dramatized in the form 
of dialog ; entertainment and inspira- 
tional material, featuring musical 
numbers, and news broadcasts re- 
garding patients in the hospital. The 
latter is of course most suitable for 
smaller communities. 

An excellent comment on the pos- 
sibilities for cooperation between hos- 
pitals and radio, with special refer- 
ence to the program requirements of 


the broadcaster, is offered by Wal- 
lace S. Wiggins, program director of 
Station KVOE, of Santa Ana, Cal. 
This station is affiliated with the Don 
Lee Broadcasting System, an impor- 
tant organization of radio stations on 
the Pacific Coast, and is also affiliat- 
ed with the Mutual Broadcasting 
System, a national network. 

“T would suggest that if the hos- 
pitals plan to use radio time in the 
future,” said Mr. Wiggins, “they 
think the situation over carefully and 
plan a mutually agreeable program. 

“One of the main difficulties of ed- 
ucational broadcasts made in cooper- 
ation with schools is that no one on 
the school’s staff has any idea of 
production, of policy, or of the ethics 
of radio. Most radio stations are 
happy to cooperate with such organ- 
izations, but they cannot afford to 
spend considerable time and effort on 
production, with little or no cooper- 
ation. Nor are radio stations pleased 
when time is demanded arbitrarily. 

“If no money is to be spent on 
radio, the hospitals should engage 
the services of a radio man who 
knows his business and can offer sug- 
gestions that will appeal not only to 
the hospitals, but to the radio sta- 
tions and the public. An educational 
series of non-commercial nature, 
easily handled and easily produced, 
would probably be accepted readily 
by most stations. 


Dramatization Best 


“One of the best ways is to use 
dramatization, provided the dramati- 
zation is professional in every re- 
spect. Practically the only way this 
can be accomplished is by means of 
transcriptions. These can be made 
at some central point by an approved 
cast, then shipped to any and all sta- 
tions that will accept them. 

“Tn this manner you have a smooth 
program you know is good before it 
is broadcast. It saves production 
time at the individual station, and 
creates a better feeling all around. 


Helpful suggestions in the preparation of radio programs, given by 
several program directors, are detailed in this final article on the 
results of the survey of broadcasting companies recently made by 
HOSPITAL MANAGEMENT. As indicated, most stations are willing 
to support the efforts of the hospital, but they want and expect 


cooperation. 
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But be sure the technical character- 
istics are up to the required stand- 
ard. 

“The American system of broad- 
casting has the decided advantage of 
constant competition. This has been 
the means of raising the standard of 
program material to constantly rising 
level. Only those who are thor- 
oughly familiar with the art are qual- 
ified to supervise radio productions. 

“Tf you have managed to read this 
far, here’s a word about announce- 
ments. Stay away from the ‘gratis 
announcement between programs’ 
idea if you can. Radio stations all 
over the United States are deluged 
with them almost daily. It is prac- 
tically impossible to comply with 
these requests, simply because there 
are so many of them.” 

If transcriptions were produced for 
hospital use, as suggested by Mr. 
Wiggins, the local hospital using the 
record would of course be identified 
by the announcer at the station be- 
fore and after the program was put 
on the air. It is entirely possible 
that some standardized hospital pro- 
gram material could be produced in- 
expensively for use by general hos- 
pitals all over the country by means 
of transcriptions. 

Little has been said in these arti- 
cles about sponsored programs. These 
are programs for which time is pur- 
chased by an advertiser, who is then 
responsible for the program mate- 
rial. In some cases, where the hos- 
pital is asked to furnish material for 
use on a commercial program in this 
way, it is handled to good advantage 
and benefits the institution as well as 
the advertiser. Generally speaking, 
however, it is much better for the 
hospital to broadcast on its own re- 
sponsibility, providing the program 
and using time furnished without 
cost by the station on what is known 
as a sustaining basis. 

An example of a successful com- 
mercial program is given by H. 
Mann, program director of Station 
WRIJN, of Racine, Wis. 

“For the past two and a_ half 
years,” he writes, “we have been 
broadcasting, through the coopera- 
tion of the two hospitals in our city, 
five minutes of birth reports. This 
short feature is called ‘The Little 
Red Book,’ incorporated in a 15- 
minute sponsored program of one of 
our large furniture stores. 
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“We use a sound record of a baby 
crying, and the announcer reads the 
names of the parents, their address, 
and the sex of the baby. 

A similar program with an adver- 
tising connection is reported by Sta- 
tion KSAL, of Salina, Kan. R. J. 
Laubengayer, of this station, de- 
scribes the program as follows: 

“Both Salina hospitals, St. John’s 
and Asbury, cooperate with us in 
broadcasting a program sponsored by 
the Walters Greenhouse. Every 
morning the hospitals give us the 
names of parents who have had a 
child born there within the past twen- 
ty-four hours. We in turn call the 
greenhouse, which sends the mother 
a complimentary bouquet of flowers. 

“The commercial announcement 
consists of a congratulatory message 
from the Walters Greenhouse and 
KSAL, mentioning the name of the 
hospital where the child was born 
and stating that the greenhouse is 
sending flowers. This program has 
been very successful, and the hos- 
pitals cooperate with us enthusiasti- 
cally.” 

In cases where the hospital does 
not feel that it has the facilities or 
time for the handling of its own pro- 
gram, cooperation with a commer- 
cial sponsor in a program which 
brings the institution to public atten- 
tion in a favorable way, as these do, 
is certainly a step in the right direc- 
tion. 


Programs for Patients 


Some radio stations are also glad 
to cooperate with hospitals in a dif- 
ferent way, by putting on programs 
which are of special interest to pa- 
tients listening in the hospitals. Since 
headphones are available in most in- 
stitutions, such a program may prove 
very enjoyable to patients and at the 
same time give the hospital worth- 
while publicity. 

Station WJMS, of Ironwood, 
Mich., is one of the radio companies 
providing a service of this kind. 

“Each week-day afternoon at 
3:30,” Harry Wills, program direc- 
tor of the station, reports, “we pre- 
sent a hospital request program, a 
feature which has proved very pop- 
ular with the patients in the various 
hospitals in this region. While not 
a program designed to acquaint the 
public with the facilities of a hos- 
pital, as it is presented solely for the 
purpose of entertaining the patients, 
it serves to keep the hospitals in the 
minds of the public every day.” 

Some extremely interesting cases 
of service rendered to hospitals in 
emergencies have been _ recorded. 
R. J. Drain, program director of Sta- 

(Continued on page 30) 
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N. Y. Plan Issues New Contract 


Asa result of the increased demand 
for hospital service in New York dur- 
ing the mild influenza epidemic of the 
winter, on account of the large mem- 
bership in the Associated Hospital 
Service, and the subsequent reduction 
in payments to the hospitals for serv- 
ices to subscribers, the organization 
has presented to the participating hos- 


 pitals a plan for a revised contract 


limiting the length of full-paid serv- 
ice and otherwise restricting exces- 
sive drain on the service. The present 
payment of $5.06 per day is to be con- 
tinued through September, at which 
time the matter is to be taken up 
again by the State Insurance Depart- 
ment; but meanwhile permission has 
been granted by which the Associated 
Hospital Service offers a contingent 
additional payment of $1.44 per day, 
to be rendered out of earned surplus 
and paid when feasible. 


Letter to Member Hospitals 


The new contract is to be offered 
to new subscribers and to those whose 
contracts expire. The following letter 
to member hospitals, with a copy of 
the proposed contract attached, covers 
the plan proposed as well as the rea- 
sons for it: 

To Member Hospitals: 

We are submitting for your informa- 
tion a copy of a revised contract which 
we plan to issue to subscribers. This let- 
ter also sets forth a proposal which is 
intended to ease the burden now being car- 
ried by the member hospitals of Asso- 
ciated Hospital Service of New York. 

For several months, working closely 
with a Hospital Advisory Committee ap- 
pointed by hospital organizations and 
groups in our area, we have been making 
a study of our experience. This study, 
checked by our actuary, our medical re- 
search and administrative staff, and our 
board of directors, reveals the necessity 
for a new subscriber’s contract. 

The enclosed contract was prepared 
with the assistance of the Hospital Ad- 
visory Committee and our actuary, and in- 
cludes new limitations as to days in hos- 
pital (from 30 to 21) and maternity serv- 
ice, and other limitations and defini- 
tions designed to protect the hospitals and 
the plan against unfavorable experience 
in the future. It is to be issued to all new 
subscribers and to present subscribers on 
annual renewal dates of their existing con- 
tracts. The issuance of this contract will 
enable the member hospitals and the plan 
to benefit increasingly by the changes pro- 
vided therein. 

Steps also are being taken to cancel ex- 
isting contracts of individually enrolled 
subscribers and others which represent 
continued losses. All new applicants are 
to be enrolled on a basis indicated by ex- 
perience to yield sound financial results. 

The Board of Directors in consultation 
with the Hospital Advisory Committee 
and the actuary decided against a blanket 
increase in rates because general insurance 
experience shows that such a move would 
result in cancellations that would impair 
the spread of risk. Also it has been con- 


sidered unwise to change by immediate 
cancellation all existing contracts for fear 
of resulting unfavorable public reaction. 

We have come through a difficult pe- 
riod. With your assistance we are restor- 
ing reserves requested by the State De- 
partment of Insurance. We appreciate 
your help in bringing this about. As you 
know, we operate under the supervision of 
the State Departments of Insurance and 
of Social Welfare. At a hearing in June, 
after reviewing a full statement of our 
financial condition and a projection of our 
operation during the remainder of this 
year, the Department of Social Welfare 
issued a ruling permitting continuation of 
the payment of $5.06 a day to hospitals 
(recently reduced from $6.75) for the 
months of July, August and September. 
In the month of September the entire mat- 
ter will be taken up again by the Depart- 
ment of Social Welfare. 

The Hospital Advisory Committee, 
working with the actuary, has agreed that 
$6.50 a day would seem to be a fair rate 
of payment to hospitals for service to our 
subscribers, under the new contract. It 
was with this rate in mind that this re- 
vised contract was prepared. In the mean- 
time the reduced rate of $5.06 will have 
to be continued. We believe that with the 
cooperation of the hospitals working close- 
ly with our department of admissions and 
claims it will be possible for us to get the 
rate of payment up to $6.50 by the first 
of next January. This is based on esti- 
mates of our actuary. The actual date of 
this increase in payments must depend 
upon our operations in the interim and the 
rebuilding of the reserve fund requested 
by the State Department of Insurance. 


In anticipation of bringing this about, 
our Board of Directors obtained from the 
Superintendent of Insurance permission 
for this corporation, beginning on July 1, 
1939, for hospital admissions on and after 
that date and extending to January 1, 
1940, to incur a deferred liability to mem- 
ber hospitals of the difference between the 
per diem rates of $5.06 and $6.50. This 
means that you, as a member hospital, can 
carry on your books, as a contingent debit 
account, this difference. 


This permission was obtained upon the 
understanding that this deferred liability 
should only be paid out of earned surplus 
with the consent of the Superintendent of 
Insurance at such times as the earned sur- 
plus has been built up to an amount satis- 
factory to the Superintendent of Insur- 
ance and the Board of Directors, and fur- 
ther, upon the understanding that the hos- 
pitals agree in writing to such procedure. 


Inasmuch as the contract with our sub- 
scribers is based on our hospital service 
plan as set forth in the enclosed contract 
and is also basis of contract for services 
with our member hospitals, please indi- 
cate your willingness to operate under the 
terms of the enclosed contract and advise 
us that you will render hospital service 
to all of our subscribers holding such con- 
tracts in accordance with the terms and 
conditions thereof. 


After exhaustive study, it is our sincere 
belief that all of the measures herein pre- 
sented represent the best constructive ac 
tion that can be taken at this time. Our 
experience with the contract will be under 
actuarial study with the Hospital and 
Medical Advisory Committees at all times. 
Each hospital will be kept fully informed 
during the entire period through the Hos- 
pital Advisory Committee. 
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Equitable Compensation 
Rates Secured by N. Y. 


A committee representing the Hos- 
pital Association of New York State 
and representatives of the compensa- 
tion insurance carriers has agreed 
upon a schedule of rates which gives 
the hospitals of the state a just re- 
turn for services rendered to patients 
coming under the Compensation Act. 


The following rates have been 

agreed upon: 

Nassau, Suffolk, and Westchester counties, 
$5.25 per day. 

Dutchess, Orange, Rockland, Putnam, and 
Albany counties, and including Troy and 
Schenectady, $5.00 per day. 

Balance of the state, $4.50 per day. 

The rates for extras, etc., will be as follows: 

Operating room—Major or Plaster room, 
with anesthesia, $15.00. 

Operating room—Major or Plaster room, 
without anesthesia, $10.00. 
Operating Room—Minor or 

room, with anesthesia, $10.00. 

Operating Room—Minor or Cystoscopy 
room, without anesthesia, $5.00. 

Crutches, mechanical splits and special ap- 
pliances—Deposit of cost. 

Plaster Cast—Cost of plaster. 

Plaster Splint—Cost of plaster. 

Special Nurses (graduate)—Private rate. 
8-hour duty—Add $1.00 for meals. 
12-hour duty—Add $1.50 for meals. 

Oxygen therapy machine (tent), $1.00 per 
hour. 

Oxygen inhalation—Cost of oxygen. Limit 
$15.00 per day. 

Blood transfusions—Regulation donor’s bu- 
reau fee plus O. R. if used. 

E. K. G., Basal, X-ray, P. T., anesthesia 
and laboratory charges—Will accept rates 
as filed with Industrial Commission by 
the Medical Society of the State of New 
York. 

In addition there are certain services 
which vary in cost and it has been decided 
to leave these for adjustment in individual 
cases. 

The much discussed point of fur- 
nishing information from the medi- 
cal records has been settled on the 
following basis: 

To minimize and facilitate the effort of 
the hospitals in furnishing records to insur- 
ance carriers and to minimize and facili- 
tate the handling of subpoenas for hospital 
records for appearances at hearings, the 
following is proposed : 

A form should be devised by mutual 
agreement which would contain essential 
information in a compensation case. Once 
such a form was devised it would be agreed 
that when an insurance carrier needed in- 
formation from a hospital record, it would 
mail such a form to the hospital together 
with a signed request by the injured person 
and accompanied by a check to the order 
of the hospital in the sum of $1.50 as a 
fee for securing such information. The 
above form should contain the caption of 
the case. If, for any reason, the form can- 
not be filled out, an abstract of the record 
should be provided or an explanation made 
and the fee returned. 


Cystoscopy 
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ALBERT SCHEIDT 
. . « new executive secretary of Chicago 
Hospital Council. 


Albert Scheidt Named 
Secretary of Chicago Council 


Albert H. Scheidt, assistant admin- 
istrator of the Indiana University 


Medical Center, has been named 
executive director of the Chicago 
Hospital Council, succeeding Dr. 


Arnold F. Emch, who was recently 
appointed assistant secretary of the 
Asm. A. 

Mr. Scheidt received his bachelor’s 
degree at Indiana Universty and did 
graduate work in accounting and 
finance at Ohio State University. He 
is a junior member of the American 
College of Hospital Administrators. 


New Hospital Administration 
Course Being Planned 

The University of Chicago, in co- 
operation with the American Col- 
lege of Hospital Administrators, is 
planning an extension course in hos- 
pital administration for one or pos- 
sibly two quarters at the University 
College of the University of Chicago. 
The course will be offered for either 
the autumn quarter (from Oct. 2 to 
Dec. 20, 1939), or the autumn-win- 
ter quarters (from Oct. 2 to Dec. 
20, 1939, and from Jan. 2 to March 
15, 1940). 

Classes will probably meet in late 
afternoon or early evening, twice a 
week, one meeting being devoted to 
a lecture and the other to a seminar. 
Eligible for enrollment will be: hos- 
pital administrators actively engaged 
in the management of institutions, 
assistants to administrators, adminis- 
trative department heads, and pro- 
fessionally interested persons upon 
written endorsement of the hospital 
administrator. 





American Sanatorium Assn. 
Adopts New Name 


The American Sanatorium <Asso- 
ciation, meeting in conjunction with 
the National Tuberculosis Associa- 
tion, in Boston, Mass., June 26, 
voted out of existence its name and 
adopted a new name, American Tru- 
deau Society. 

Dr. J. Burns Amberson, of Belle- 
vue Hospital, New York City, the 
president-elect, assumed office, suc- 
ceeding Dr. Bruce H. Douglas, of 
Detroit, Mich., and the following new 
officers were elected: President-elect 
Dr. Lewis J. Moorman, Farm Sana- 
torium, Oklahoma City, Okla., to 
take presidency in 1940; vice-presi- 
dent, Dr. John Barnwell, Ann Arbor, 
Mich.; secretary-treasurer, Dr. Ben- 
jamin Brock, Waverly Hills Sana- 
torium, Waverly Hills, Ky. 

Councillors chosen for a one-year 
term were: Dr. G. C. Bellinger, Port- 
land, Ore.; Dr. Edward Murray, 
Lexington, Ky.; Dr. LeRoy Peters, 
Albuquerque, N. M.; Dr. Arthur 
Laird, Duluth, Minn., and Dr. Ed- 
ward Packard, Saranac Lake, N. Y. 

Councillors chosen for 2-year 
terms were: Dr. E. W. Hayes, Mon- 
rovia, Cal.; Dr. H. C. Corper, Den- 
ver, Colo.; Dr. Victor Cullen, Balti- 
more, Md.; Dr. Robinson Bosworth, 
East St. Louis, Ill., and Dr, D. O. N. 
Lindberg, Decatur, Il. 

The afternoon session was devoted 
to the presentation and discussion of 
several problems encountered by ex- 
ecutives of tuberculosis sanatoria. 
Dr. Robert E. Plunkett and Dr. Ed- 
ward X. Mikol, of the New York 
State Department of Health, dis- 
cussed unrecognized tuberculosis in 
the general hospital, pointing out that 
many patients admitted to general 
hospitals for diseases other than tu- 
berculosis may have unrecognized 
tuberculosis and may therefore be 
unknown sources of infection. From 
these, both said, there is danger of 
transmission of the disease to other 
patients and particularly to the nurs- 
ing and medical staffs. They com- 
mented on the fact that numerous 
investigations have shown that tuber- 
culous infection and disease are more 
prevalent among nurses than among 
women in the same age group in 
other occupations. 

Dr. H. G. Weiskotten, dean of the 
College of Medicine of Syracuse 
University, and chairman of the 
National Tuberculosis Association’s 
Committee on Standards for Under- 
graduate Medical Education in Tu- 
berculosis, told the gathering that a 
weak point in undergraduate medical 
education is a general lack of suffi- 
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cient coordination of knowledge and 
experience in regard to tuberculosis. 
This weakness prevents the students 
from taking a broad viewpoint of the 
disease, both preventive and cura- 
tive, and also from appreciating all 
of its implications to the individual, 
the family and the community. 


New Nursing Law 
In Missouri 

The Missouri Nurse Practice Act, 
Senate Bill No. 248, was signed by 
Governor Lloyd C. Stark on June 8 
and will become effective ninety days 
after the adjournment of the Mis- 
souri legislature. The measure was 
passed unanimously in the Senate 
and by a vote of 99 to 1 in the 
House. 

The amended law raises the edu- 
cational requirements for entrance 
into schools of nursing from one year 
of high school to graduation from 
high school, and also raises the re- 
quirement for taking state board ex- 
aminations from graduation from a 
two-year course in a school of nurs- 
ing to a three-year course in an ac- 
credited school for those graduat- 
ing after 1927. The law provides 
for a board of five members, the ma- 
jority of whom are to be actively 
engaged in or who have had at least 
three to five years’ experience in ed- 
ucational work among nurses; and it 
empowers the board to define cur- 
ricula and standards for schools of 
nursing. It also provides for an in- 
spector and educational director who 
is to act as chief examiner in the 
preparation and grading of exami- 
nation papers, and to inspect schools 
and classes of nursing. 


Indiana's Governor 
Appoints Study Commission 


In the belief that a group hospital 
care insurance plan can be estab- 
lished in Indiana under the present 
laws, Governor M. Clifford Town- 
send has appointed a special com- 
mission to determine the feasibility 
of state-sponsored, independent group 
hospital insurance organizations. 

Members of the commission are: 
J. B. H. Martin, Indiana University 
Medical Center, Indianapolis; Edgar 
Blake, Jr., Methodist Hospital, Gary ; 
Albert G. Hahn, Protestant Deacon- 
ess Hospital, Evansville; Dr. V. K. 
Harvey, secretary of the Indiana 
State Board of Health; Thurman A. 
Gottschalk, director of the State De- 
partment of Public Welfare; George 
Newbauer, State Insurance Commis- 
sioner; Thomas R. Hutson, State 
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Labor Commissioner; Roland Allen, 
personnel director of L. S. Ayres & 
Co., Indianapolis ; Dr. Daniel Bower, 
pliysician, Indianapolis, and Winfield 
K. Denton, attorney, Evansville. 


Welfare Island 
Hospital Closed 


Central and Neurological Hospital 


on Welfare Island ceased to function 


on July 6, patients being transferred 
to the new Welfare Island Hospital 
for Chronic Diseases which opened 
on that date. 

The new Welfare Island Hospital 
has a capacity of 1,600 beds, and 
staffs from two medical schools are 
affiliated for teaching and research. 
The Research Division for Chronic 
Diseases, which has already been 
functioning on the Island for sev- 


eral years, will soon be transferred’ 


to Welfare Hospital and will con- 
tinue special research in diseases of 
the older age groups. 

Most of the buildings of the Cen- 
tral and Neurological Hospital will 
be demolished because of their age 
and dilapidated condition, although 
one or two may be retained tempo- 
rarily to relieve overcrowding in the 
neighboring New: York City Cancer 
Institute. 





THE HOSPITAL CALENDAR 


July 31-Aug. 11. Southern Institute for Hos- 
pital Administrators, Duke University, Dur- 
ham, N. C. 

Aug. 13-15. National Hospital Association, 
New York, N. Y. 

Aug. 27-Sept. |. American Dietetic Assn., 
Ambassador Hotel, Los Angeles, Calif. 
Sept. 5-8. American Congress of Physical 
Therapy, Hotel Pennsylvania, New York, 

No. 


Sept. I1-15. American Congress on Ob- 
stetrics and Gynecology, Cleveland, Ohio. 

Sept. 19-23. International Hospital Associa- 
tion, Toronto, Ontario, Canada. 

Sept. 21-22. Canadian Hospital Council 
Toronto, Ontario, Canada. 

Sept. 21-22. Canadian Hospital Council, 
Toronto. 

Sept. 22-24. American Protestant Hosp‘+a] 
Association, Toronto. 

Sept. 24-25. American College of Hospital 
Administrators. Toronto. 

Sept. 25. American Occupational Therapy 
Association, Toronto. 

Sept. 25-29. American Hospital Association, 
Toronto, Ont., Canada. 

Oct. 17-20. American Public Health Associ- 
ation, William Penn Hotel, Pittsburgh, Pa. 

Oct. 16-20. Hospital Standardization Confer- 
ence, American College of Surgeons, 
Philadelphia, Pa. 

Dec. 12. Kansas State Hospital Association, 
Jayhawk Hotel, Topeka, Kans. 

1940 


Feb. 22-24. Texas Hospital Association, San 
Antonio, Tex. 

April 11-12. Mid-West Hospital Association, 
Hotel Continental, Kansas City, Mo. 








Murray Bill Approved by 
National Tuberculosis Assn. 

Approval was voiced by the Board 
of Directors of the National Tuber- 
culosis Association, at its annual 
meeting in Boston, June 26 to 30, of 
the bill on tuberculosis introduced in 
the Senate recently by Senator 
James Murray of Montana. 

The Murray Bill, enactment of 
which will give federal financial aid 
to states, contains all of the items in- 
corporated in a proposed bill written 
last year by the National Tubercu- 
losis Association. Under it, the Sur- 
geon-General of the United States 
Public Health Service will recom- 
mend payment on a quarterly basis of 
funds to states “to establish, extend 
and improve measures for the pre- 
vention, treatment and control of 
tuberculosis.” 

It is believed that states in which 
prevention and control measures are 
not up to accepted standards will 
benefit greatly from federal aid. The 
lack of sanatorium beds will be over- 
come and the bill will provide funds 
for the making of studies, investiga- 
tions and demonstrations, and the 
training of personnel. 

For the fiscal year ending June 30, 
1940, Senator Murray has requested 
$7,750,000. The amount would in- 
crease yearly to $37,000,000 in 1942, 
but after 1945 the annual appropria- 
tion would not exceed $17,500,000. 


Convalescent Day Camp 
Dedicated June 29 


The convalescent day camp on 
Welfare Island, a unit of New York 
City’s Department of Hospitals, was 
dedicated on June 29. Guest speak- 
ers were Mayor La Guardia, Dr. S. 
S. Goldwater, Commissioner of New 
York Hospitals ; Dr. Herbert B. Wil- 
cox, director of the New York Acad- 
emy of Medicine, and Brehon Somer- 
vell, WPA administrator for New 
York City. 

The camp is described as the first 
of its kind in the United States to 
be equipped scientifically for medical 
supervision of convalescent children 
and adults. It is intended to provide 
for patients who cannot be accom- 
modated in convalescent homes or 
who prefer to spend part of the time 
at home with their families. Under 
the camp plan, these convalescents 
will be received during the day for 
periods prescribed by the physicians 
in charge. Proper diets will be main- 
tained, suitable graduated exercises 
and restorative occupations will be 
provided and supervised, and restful 
hours may be enjoyed out-of-doors. 
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The camp occupies a tract of 13 
acres on which have been built eight 
special shelters to accommodate 300 
to 400 patients daily, special diet 
kitchens and a dining hall that can 
be converted into a mass shelter and 
recreation hall. Admission will be 
only for ambulatory patients between 
the ages of 12 and 60 years, by ap- 
plication from hospitals, clinics and 
welfare agencies. 


Bryce Twitty Heads 
Texas Hospital Service Plan 

Bryce L. Twitty, superintendent of 
the Baylor University Hospital, Dal- 
las, Tex., has been given an indefinite 
leave of absence from the hospital, 
effective July 1, to allow him to take 
over duties as executive secretary of 
Group Hospital Service of Texas, 
Inc. 

Mr. Twitty has been superinten- 
dent of Baylor for many years. Dur- 
ing his tenure, the institution has 
been the recipient of approximately 
$750,000 in endowments, a large new 
unit has been constructed, and the 
average daily patient census has been 
increased by more than 100. 


Administrative Changes 

Erwin C. PoOHLMAN,  superin- 
tendent of the Decatur and Macon 
County Hospital, Decatur, IIl., since 
1935, has been named superintendent 
of Grant Hospital, Columbus, Ohio, 
succeeding Dr. M. F. STEELE, who 
became head of Christ Hospital, Cin- 
cinnati, May 22. 

The resignations of Dr. G. Lom- 
BARD KELLY as superintendent, and 
3EN E. Lester, as business manager, 
of University Hospital, Augusta, Ga., 
were announced last month by 
Raleigh Daniel, chairman of the hos- 
pital’s board of trustees. Dr. WIL- 
L1AM H. Goopricu, former dean of 
the University of Georgia School of 
Medicine, has been chosen to serve as 
temporary superintendent until a 
permanent appointment is made. 


MiLprep COLLINS, superintendent 
of Hatton Memorial Hospital, Grand 
Haven, Mich., will be superintendent 
of the new municipal hospital in 
Grand Haven, which is now nearing 
completion. 


Dr. LeRoy Locke has been ap- 
pointed medical director of Centre 
County Hospital, Center County, Pa., 
succeeding Dr. JosepH A. Parrisu 
who has served as director since the 
death of the late Dr. James L. SeEt- 
BERT. 
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Appointment of Dr. Basir R. 
BELTRAN as medical director of the 
new Nazareth Hospital, Philadel- 
phia, Pa., was announced recently 
by Mother M. Ignatius, of the Sis- 
ters of the Holy Family of Nazareth, 
who will operate the hospital. 


Dr. G. W. Brucer has recently 
been appointed assistant to the direc- 
tor of the University Hospitals of 
Cleveland, O. Dr. Brugler was for- 
merly connected with State Hospital, 
of Columbus, O. 


Dr. L. S. Love has been named 
acting superintendent of Central 
State Hospital, Nashville, Tenn., suc- 
ceeding Dr. E. L. RaGspate. 


SistER ANNA Rita has been ap- 
pointed to succeed the late SisTER 
Mary IrMINA as superintendent of 
St. Joseph’s Hospital, Paterson, N. J. 
Sister Rita was formerly head of St. 
Vincent’s Hospital, Montclair, N. J. 

GeorceE Buls, assistant superin- 
tendent of the John Sealy Hospital, 
Galveston, Tex., has resigned, effec- 
tive August 1, to accept a position as 
superintendent of Brackenridge Hos- 
pital, Austin, Tex. 


Dr. Ricuarp H. Hurtcuins, su- 
perintendent of the Utica State Hos- 
pital, Utica, N. Y., for the past 20 
years, has announced his retirement, 
effective June 30. 


The appointment of Dr. Frank R. 
BRADLEY, acting superintendent of 
3arnes Hospital, St. Louis, Mo., as 
head of the institution to succeed 
Dr. Louis H. BurtincHam, whose 
resignation became effective April 1, 
was announced last month by Frank 
C. Rand, head of the hospital’s board 
of trustees. Dr. Bradley has been 
connected with Barnes Hospital since 
October, 1928. 

ANNE REECE QUINN, superintend- 
ent of Randolph Hospital, Asheboro, 
N. C., since the hospital opened, has 
resigned. She is succeeded by NELL 
LutTuHeEr, who has been in charge of 
the anesthesia department at Eliza- 
beth Buxton Hospital, Newport 
News, Va., for the past year. 


Wirttiam H. Moreranp, business 
manager and assistant superintendent 
of White Cross Hospital, Columbus, 
O., has been appointed superintend- 
ent of West Baltimore General Hos- 
pital, Baltimore, Md. 


Mrs. Carotine VAN ZANpT has 
been selected as superintendent of the 
Travis County Tuberculosis Hos- 
pital, now being constructed at Fort 
Prairie, Tex. For the past 12 years 
Mrs. Van Zandt has been superin- 
tendent of Jefferson County Tuber- 
culosis Hospital, Beaumont, Tex. 





Death Claims Three 
In Hospital Field 


Dr. Cuarces H. Mayo, co-founder 
with his brother, Dr. Will Mayo, of 
the Mayo Clinic, Rochester, Minn., 
died of pneumonia in Chicago on 
May 26. Dr. Mayo ranked through- 
out the years as the most versatile 
among contemporary surgeons, and 
with his brother, made many out- 
standing contributions to clinical 
medicine and surgery, medical edu- 
cation and hospital organization. 

In common with others, both early 
recognized that medical science was 
advancing faster than medical prac- 
tice, but unlike others, they adapted 
their organization to harmonize with 
this trend and established their insti- 
tution on the scale of a medical school 
to promote medical science and to 
practice medicine. Their conspicuous 
leadership in this practical adaptation 
of medical science and practice gave 
strong impetus to group practice in 
medicine. 

MINNIE Etvira Howe, R.N., di- 
rector of nursing and principal of the 
School of Pediatric Nursing of the 
Children’s Memorial Hospital, Chi- 
cago, died June 23 at the Presby- 
terian Hospital after a five months’ 
illness. Miss Howe has been director 
of the school for the past ten years, 
during which time she has had much 
to do with the advancement of newer 
and broader approach to the care and 
teaching of nursing of sick children. 

Miss Howe was a graduate of the 
Nebraska Methodist Episcopal Hos- 
pital School of Nursing, Omaha, 
Neb., and was awarded the Bachelor 
of Science degree at Columbia Uni- 
versity. She was a member of the 
Board of Directors of the First Dis- 
trict of the Illinois State Nurses As- 
sociation, secretary of the Illinois 
State League of Nursing Education, 
chairman of the Committee on the 
Care of the Child of the National 
League of Nursing Education, and 
Illinois State chairman of the Nurs- 
ing Service of the American Red 
Cross. 

Dr. ALFRED FRIEDLANDER, chief of 
staff of General Hospital, Cincin- 
nati, O., and dean of the College of 
Medicine of the University of Cin- 
cinnati, died May 28 at the age of 
67. He served also as superintendent 
of Holmes Hospital, a position filled 
traditionally by the dean of the Col- 
lege of Medicine. 

A specialist in pediatrics and prob- 
lems relating to heart disease, Dr. 
Iriedlander gained wide repute in 
recent years not only as a physician 
and student of medicine, but as a 
medical educator and administrator... 
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Cornhuskers’ Combine Education and 
Sound Plan for Care of the Indigent 


By FRANCIS J. BEAN, M.D. 


Assistant Superintendent, The University of Nebraska Hospital, Omaha, Neb. 


Nebraska is one of the few states in which a state-wide service to 
the indigent has been developed. The plan, financed by the state, 
is unusually sound. It combines medical and nursing education with 
the care of the indigent through one institution—the University 


of Nebraska Hospital—which HOSPITAL MANAGEMENT salutes. 


Just as there is a great difference 
between the crowded industrial cen- 
ters of our eastern seacoast and the 
vast extent and openness of our mid- 
western prairies, so may one expect 
to find corresponding differences in 
human philosophies, scales of living, 
and even hospital construction and 
usage. 

Pioneering Venture 

The majority of hospital-minded 
people, perhaps because they were 
reared in the established East, tend 
to think of hospitals and hospital ac- 
tivity in terms of what they have seen 
develop, not often realizing that it 
has taken two or three hundred years 
for these institutions to attain their 
present place of distinction in the 
community. It is, however, with a 
somewhat different viewpoint that 
one must contemplate a midwestern 
hospital. 

He must picture it as still in the 
early stages of growth, as a pioneer- 
ing venture, as an outpost of ever- 
crowding civilization attempting to 
extend its influence into the unknown 
territory, usually westward “beyond 
the ranges.” While of course Indians 
and cowboys do not now romp about 
the premises of our midwestern hos- 
pitals, it is nevertheless true that 
there are frequently admitted to the 
hospitals of this country horny-hand- 
ed sons of the sod clad in wide- 
brimmed hats, leather puttees and 
spurs, occasionally in chaps, with the 
sun-browned, dried and withered vis- 
ages of plainsmen, while Indians from 
the reservations not infrequently find 
their way, bringing their children to 
the white man’s medicine hut. Only 
a few days ago, in fact, the local 
newspapers gave a full column to the 
death in one of our hospitals of a col- 
orful character who had been asso- 
ciated with Buffalo Bill and saw 
many an Indian raid. On another 
occasion a close descendant of the 
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notorious Jesse James was admitted 
tor treatment. 
In describing the activities of a 


hospital of this region, therefore, one’ 


does not expect to encounter the tra- 
ditions met with upon entering such 
well known institutions as Bellevue 
in New York City, Massachusetts 
General Hospital in Boston, or old 
Blockley in Philadelphia, whose foun- 
dations date from the early alms- 
house days of the city fathers. Rather 
is it refreshing to realize that mid- 
western hospitals as they are today 
are but the product of the past few 
years, seventy or eighty at best in 
most instances, and that almost noth- 
ing in their makeup is so rooted in 
the ancient past that it may not be 
rather readily altered. 

Founded on Substantial Principles 

The institution of which we write, 
therefore, while not steeped in the 
traditions of a glorious past nor hav- 
ing broadcast to the world at large 
very much of its own importance, 
nevertheless appears to have been 
founded solidly upon substantial prin- 
ciples and to have made its existence 
felt in its own community, so that it 
now has a past history of which it 
may well be proud; and, in spite of 
the hard times of farmers, the 
dréught years and poor crops, with 
the subsequent fall in tax collections 
and decrease in public appropriations, 
may look forward to a future devel- 
opment that will allow it to main- 
tain its place among the leaders of 
medical progress. 

To give us a proper perspective, it 
is necessary to delve very briefly into 
the short history of the founding of 
the University of Nebraska Hospital 
and to find its raison d’etre. One 
looks now with admiration at the 
foresightedness, courage, and integ- 
rity of the early figures in Nebraska 
medical and public life who envi- 
sioned a training school of their own 


for doctors and nurses and further 
happily combined this educational 
need with the accepted responsibility 
of the state to care for its own indi- 
gent sick. For it should be stated at 
the outset that the hospital is closely 
bound up with the college of medi- 
cine, is in fact an integral part of it, 
even at times overtopping it in sig- 
nificance, and can indeed hardly op- 
erate unless the college of medicine 
functions. 
College Established in 1881 

Our story really begins with the 
establishment in 1881 of the Omaha 
Medical College, in Omaha, Neb. 
Two years later, in Lincoln, Neb., 
sixty miles away, the University of 
Nebraska, already operating as a 
state-supported educational institu- 
tion, undertook the organization of a 
medical college, appointing Dr. A. R. 
Mitchell as its first dean. At that 
time the medical college was organ- 
ized with three departments, the Reg- 
ular, Homeopathic and Eclectic. Due, 
however, to the struggles of the 
young University to keep itself afloat, 
and perhaps more largely to the dif- 
ferences in viewpoint of the several 
schools of medical practice, the col- 
lege of medicine was soon abolished. 

In 1903, however, it was reorgan- 
ized as a two-year medical school, 
with an affiliation with the Omaha 
Medical College for the last two years 
of a four-year course. This arrange- 
ment ‘was in effect until 1913, when 
the University of Nebraska formally 
adopted a four-year course, taking 
over the entire responsibility of the 
Omaha Medical College, and moved 
to its present campus in Omaha, in 
what was then the suburbs of the 
growing city, erecting a single lab- 
oratory building at a cost of $100,000, 
which housed all departments of the 
college of medicine. This building 
is now known as the North Building 
and is soon to be given a more fitting 
name as a memorial to one of its 
founders. 

Previous to this time, practically 
all clinical instructions had been given 
in adjacent private hospitals, espe- 
cially the Douglas County Hospital 
in Omaha, while out-patient service 
was offered in a small dispensary 
unit in downtown Omaha. 
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It early became apparent, however, 
that any such arrangement would be 
inadequate to meet the growing de- 
mands of the popular new college. 
Accordingly, in 1915, after the usual 
arguments pro and con and consid- 
erable tall talking and earnest en- 
deavor by a good many Omaha men 
(including some tactics which might 
now be frowned upon were they for 
a less sincere and worthy purpose), 
the state legislature voted approval of 
the erection of a teaching hospital in 
Omaha at a cost of $150,000. The 
administration of the hospital was to 
be under the Board of Regents of the 
University, the dean of the College 
of Medicine being ex-officio super- 
intendent of the hospital. The build- 
ing was actually completed and oc- 
cupied in 1917. Thus do we have 
the establishment of the University. 
of Nebraska Hospital. 


Growth Consistent 


Growth since then has been steady 
and consistent rather than spectacu- 
lar and sporadic. In 1919 an addi- 
tional laboratory and class room 
building was erected and the dis- 
pensary, which meanwhile had been 
maintained downtown, was _trans- 
ferred to the ground floor of this 
unit. 

In 1923 a nurses’ home was added, 
accommodating approximately one 
hundred. <A nurses training school 
had been established in 1917 when 
the new hospital building became a 
reality, but proper housing had never 
been arranged. It was only when a 
fire partially destroyed a wooden 
frame structure and threatened seri- 
ously the lives of some forty students 
that the necessity for proper accom- 
modations was felt. The new dormi- 





building, nurses' home and power plant. 
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tory gave definite impetus to the 
nursing phase of education. 

By 1925 increased medical student 
enrollment showed the clinical facili- 
ties to be again inadequate and an 
additional appropriation of Univer- 
sity funds, amounting to $200,000, 
was made by the Regents for the 
erection of a second hospital wing, 
practically doubling the bed capacity. 
This was completed in 1927 and oc- 
cupied in the fall of that year. 

Plans have been formulated and 
presented before the legislature for 
still a third wing to the main hos- 
pital building but this being a year 
of retrenchment rather than expan- 
sion, no appropriation was made by 
the unicameral session recently con- 
cluded. When funds are available, 
however, plans call for a wing which 
will combine the out-patient and in- 
patient services under one roof, thus 
making a more compact and more 
easily workable teaching unit. 


Plan Is State-Wide 


It has long been stated that the 
primary function of the University 
Hospital is to serve as a teaching 
center for the training of medical and 
nursing students. Its secondary 
function, which is in a way sub- 
sidiary, is, insofar as possible, to ac- 
cept and care for the indigent sick 
of the state. This immediately con- 
fronts us with the problem of how 
to select among all the indigent sick 
of a state, which ones to refer to the 
University Hospital, as it is quite ap- 
parent that one hospital of limited 
size could never accommodate -all 
those seeking admission as indigents. 

Different states have met this same 
problem in different ways, and with 
what knowledge we have of the vari- 
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ous methods we feel that Nebraska’s 
plan has much to commend it and 
some marked advantages. 

In contradistinction to a definite 
commitment procedure by court or- 
der—a plan in use in many states— 
Nebraska asks only a formal request 
by any practicing physician and duly 
appointed county officer, usually the 
commissioner or supervisor, or more 
recently a county assistance director. 
This double request places upon the 
local individuals the responsibility of 
determining that a patient is a proper 
resident of the community, in need of 
hospital care such as is offered by the 
general hospital, and without ade- 
quate funds to defray the cost of 
such. 

While it is true in the last analy- 
sis the hospital authorities reserve 
the right to accept or reject requests 
for admission, in practice it is not 
often that they go contrary to the 
wishes of the referring people in a 
case of any merit. This means of 
course that there is a very great selec- 
tion by the hospital of the type of 
patient it accepts, and this is exactly 
what a good teaching hospital most 
desires in order that it may have on 
hand at any one time a good variety 
of illnesses, enough to fill the teach- 
ing needs of each department, be it 
medicine, surgery, obstetrics or 
other ; not too many chronic custodial 
or senile patients, or not, for exam- 
ple, a surgical service comprised of 
only appendicitis and thyroid cases. 

This means, too, that the burden 
of care for cases not accepted is 
thrown back upon the local unit, the 
county, for which to make other pro- 
visions. But perhaps after all this is 
a sound policy and many an indigent 
custodial problem as well as simpler 








orth and south buildings, main hospital 
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Entrance to the main hospital building is shown above. Below is a view of the building 
showing the two south wings, administrative quarters, and the ambulance driveway? 


illnesses are thus probably better 
handled by the local community and 
with more satisfaction to all con- 
cerned. Due regard is paid of course 
to communities in which facilities are 
extremely poor or lacking altogether ; 
these are given preference whenever 
possible over the counties well sup- 
plied with hospitals, medical staffs, or 
in better: financial circumstances. 

At this point it should be stated 
that the basic determination for ac- 
ceptance of a patient is a pro rata 
allotment of the total days’ service 
possible per year by the hospital to 
each county according to its popula- 
tion. This allotment or quota is a 
fixed figure but within reason per- 
mits of considerable flexibility, inas- 
much as. some of the more distant 
counties seldom utilize all of their 
allotted time and the balance can be 
given to other counties having un- 
usual demands to meet. 

Nebraska has done another thing 
in connection with the financial ar- 
rangements of patients which, it 
seems to us, is worthy of comment. 
Rather than accept patients referred 
to the hospital as pure charity or free 
cases, it asks each patient to pay what 
he can, as he can, toward his ex- 
penses of board and room and nurs- 
ing care. Actually at the present time 
the rate set is $2.00 per day, approxi- 
mately half of what it costs the state 
to serve the patient. 
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It is assumed of course that pa- 
tients already on county relief rolls 
will be unable to meet this and no 
one is refused care solely for finan- 
cial reasons. But certainly it tends 
to give patients some idea that they 
are not paupers, and it tends to main- 
tain their self respect if they may be 
made to feel that they are meeting 
even a small part of their hospital 
account. Those who know what this 
means to a great deal of the native 
stock of Nebraska realize that this 
represents one of those “intangible 
assets” which no hospital or institu- 
tion should seek to destroy. 


Funds Granted to Hospital 


Another item of note in the finan- 
cial arrangements is that counties do 
not pay the hospital directly for hos- 
pitalizing theit sick. Funds are 
granted by direct legislative appro- 
priation from the state. This plus 
what is received from patients con- 
stitutes the total revenue of the hos- 
pital. This arrangement permits of 
no bargaining or billing with the 
counties and gives the hospital more 
freedom in the selection of patients 
than it otherwise would have, as well 
as a free conscience in the refusal of 
requests for admission. 

It has not been found advisable to 
maintain a large waiting list of pa- 
tients seeking admission, although it 
would be easy enough to do so. Be- 


yond a limited number of applica- 
tions kept in reserve, acceptance or 
refusal is given immediately upon re- 
ceipt of the request and the referring 
authorities may then act accordingly. 
This again puts a damper on the ac- 
quisition of the habit of referring 
anyone to the hospital at any time for 
any simple type of illness. While it 
has taken considerable and persistent 
effort to educate the doctors of the 
state as well as the county officials 
as to the place of the University Hos- 
pital in the medical provisions of the 
state and the necessity of referring 
to it only proper diagnostic and 
therapeutic problems, the time so 
spent has been well repaid in results 
obtained and in the fact that there 
is by and large rather complete har- 
mony in the relationships between 
the state’s University Hospital, its 
medical profession, and its county of- 
ficers. 


Rule Rigidly Followed 


Possibly one should add that a con- 
tributory factor in this harmony is 
the rule that no physician practicing 
in the hospital, with the exception of 
the full time men in the laboratory 
and pre-clinical branches, is _per- 
mitted to charge or accept payment 
from patients treated at the Univer- 
sity Hospital. This rule is rigidly 
adhered to and although patients are 
frequently unaware of it and puzzled 
when told there will be no doctor’s 
bill, which many seem to expect in 
addition to the hospital bill, it has 
undoubtedly been one of the wisest 
provisions possible for the avoidance 
of inter-professional grievances. 

As a corollary to this, no provision 
has been made by the hospital for 
the care of private patients by any 
one of the staff. The hospital has 
no private rooms to offer and while 
not denying the advantages to the 
staff from such a plan, from an ad- 
ministrative angle the whole prob- 
lem is much simplified by not having 
to consider private patient relation- 
ships and all that ‘they entail. 

Professional Staff 

The medical staff seems for the 
most part not too unhappy to serve 
without pay for what prestige there 
may be in their connection with a 
university hospital, and for what real 
enjoyment and stimulation they find 
in contact with the younger genera- 
tion of coming medical enthusiasts. 
It is often asked whether the hospi- 
tal does not have insufficient hold on 
its staff under such a non-pay serv- 
ice-for-love arrangement. We admit 
that there are times when the need 
for a whip, perhaps financial, would 
seem to be felt, when some men do 

(Continued on page 39) 
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Hospital Care Insurance 


(Continued from page 10) 


plans cannot expect to cover the 
country fully, and since there is a 
population of over 130,000,000 to be 
cared for. 

It is worth comment that while 
as a very general rule it cannot be 
said. that the average hospital serv- 
ice plan reaches down into the lower 
wage-level groups, it is into precisely 
these groups that much of the cov- 
erage thus far accomplished by the 
large company referred to does 
reach. The social value of the serv- 
ice rendered in this way is indisputa- 
ble, and, from the standpoint of the 
hospital, the assurance thus given of 
substantial payments on account of 
services to wage-earners who ordi- 
narily would have to be cared for 
without charge is of considerable im- 
portance. Some _ extremely large 
groups are already covered in this 
way, and more will be similarly cov- 
ered as time goes on. 


Advantages and Disadvantages 


An insurance man of long experi- 
ence, discussing the subject of hos- 
pital-care insurance pro and con, non- 
profit plan and insurance-company 
coverage, pointed out that both plans 
have their advantages, both their dis- 
advantages, from various points of 
view, and expressed the opinion that 
they can and will operate side by 
side all over the country. He con- 
ceded the advantage to the hospital 
of payments direct from the insur- 
ance organization, as in the case of 
the non-profit service plan, as well 
as the local pride and the desire to 
support local hospitals which are the 
strong points of community plans. 

On the other hand, he pointed out 
that where the rate proves too low, 
as experience has already shown it 
may, the non-profit plan has no al- 
ternative but to reduce payments to 
the hospital, sometimes reducing ben- 
efits to the patient as well; whereas 
he declared that his company would 
do as it has done under group life 
insurance plans, in such a case, and 
go to the employer for the extra 
monthly payment found necessary. A 
sound insurance company has the ad- 
ditional obvious advantages over any 
non-profit plan of a presumably 
broader geographical distribution of 
risk and of substantial reserves. Both 
of these are of great importance in 
any insurance venture. 

With due regard, therefore, to the 
splendid pioneering spirit in which 
the non-profit plans and their execu- 
tives, together with the hospitals 
which actually underwrite them, have 
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ventured into a field where until they 
had beaten the path the great giants 
of insurance dared not go, it can be 
said that commercial insurance of 
both hospital and medical care will in 
all probability develop rapidly, es- 
pecially in the large employee groups, 
and this without interfering to any 
considerable extent with the contin- 
ued progress of the non-profit plans, 
existing and new. The attitude of 
the hospital toward these several 
forms of insurance of the hospital 
bill should be based on the simple 
fact that the hospital’s interest is in 
the payment of the bill, once the pa- 
tient has been accepted and cared 
for. In combination, the commer- 
cial and non-commercial plans will 
certainly pay to the voluntary hos- 
pitals, whose case has been in recent 
years all but desperate, increasingly 
large sums. 


Commercial Plans Approved 


As stated in “Hospital Care In- 
surance,” issued by the American 
Hospital Association: “There is no 
reason why a privately-owned and 
soundly financed insurance company 
should not engage in group hospitali- 
zation, provided it could make such 
services available at lower cost and 
less risk than a non-profit free-choice 
hospital service association. It is 
unnecessary and unfair to reputable 
insurance companies to condemn 
their interest and activities in hos- 
pital-care insurance. If, because of 
experience and business judgment, 
the private companies can provide 
the wage-earner with lower cost pro- 
tection against hospital bills than the 
non-profit associations are able to 
offer, the public will be the ultimate 
beneficiary.” 

This comment stresses unduly the 
idea of competition, which in all prob- 
ability will not arise to any great 
extent; but it conveys the idea. Not 
only the public, but the hospitals, will 
benefit from the widest-possible ex- 
tension of hospital-care insurance, 
whether by sound insurance compa- 
nies or by non-profit cooperative 
service plans backed by the hospitals. 


Planning a Radio Program 
(Continued from page 23) 
Ind., told of the frequent use of their 
facilities in soliciting blood donors. 
“Generally,” he said, “half an hour 
after we make an announcement of 
this sort, the hospital calls us to say 
that the waiting-room is full, and no 
further announcements will be nec- 
essary. 
“Our most interesting experience 
along this line was with a man who 


heard the announcement while driv- 
ing past the hospital in a radio- 


equipped car. He parked, entered 
the hospital and offered his services 
before the announcer had completed 
the announcement!” 

It pays to work with broadcasting 
companies. Get acquainted with your 
radio program directors. They can 
cooperate with you, and will add a 
valuable arm to your public relations 
program. 


Maritime Provinces 
Hold Joint Session 


The approval of two important 
resolutions marked the annual con- 
vention of the Nova Scotia-Prince 
Edward Island Hospital Association, 
held June 29, at Amherst, N. S. 

One resolution was to the effect 
that the provincial government of 
Nova Scotia should amend the 
Workmen’s Compensation Act so 
that hospitals may participate in all 
the benefits of the act ; the other con- 
veyed the suggestion to all hospitals 
in the two provinces conducting 
training schools that the present al- 
lowance permitted to student nurses 
be discontinued and that the money 
be utilized to improve teaching con- 
ditions to the students. 

Guest speaker at the meeting was 
Dr. F. R. Davis, minister of health 
for Nova Scotia. He expressed ap- 
preciation for the work of the asso- 
ciation and eulogized the marked im- 
provement that had taken place in 
hospitalization in the provinces. 

Officers elected were: President, 
Rev. Mother Ignatius, Glace Bay; 
first vice-president, B. H. Wetmore, 
Yarmouth; second vice-president, J. 
L. MacKinnon, New Waterford, and 
secretary-treasurer, Miss Anne Slat- 
tery, R. N., Dingwall. 

Members of the New Brunswick 
Hospital Association, meeting in an- 
nual convention in Sackville, N. B., 
June 28 and 29, re-elected Dr. S. R. 
D. Hewitt, of Saint John General 
Hospital, Saint John, as president. 
Other officers elected were: Vice- 
president, Sister Kenny, Hotel Dieu, 
Chatham; secretary, Miss C. W. 
Wilson, Moncton City Hospital; 
treasurer, Fred I. Haviland, Fred- 
ericton. 

The two associations held a joint 
session at Sackville, on June 29. 


Hospital Librarians to Meet 


The International Guild of Hos- 
pital Librarians will meet with the 
International Hospital Association at 
Toronto, September 18 to 24. 
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As the Editors See Jt 





Have Plans for Hospital Care 
Lost Sight of Their Objective? 


Plans for hospital care, since the 
first was started at Baylor, have al- 
ways postulated their objective to be 
provision of a means whereby the 
moderate wage earner may avoid the 
necessity for accepting charity and 
be enabled to meet any necessary 
hospital expense without hopelessly 
mortgaging his future. 

The term “moderate wage earner” 
is a broad one and includes a range 
of earnings varying from one to three 
or four thousand dollars per year. 
While the essentials for proper care 
are the same for all, there is a wide 
variation between the man earning 
one thousand and the one receiving 
three or four thousand as regards 
the extra comforts and luxuries to 
which he is accustomed and which 
he knows he can afford. Every per- 
son would like to have all the lux- 
uries and extra comforts that are 
available, but the man in the lower 
divisions of the wage earning group 
is accustomed to do without many 
of these. He accepts this fact and 
the lack of these luxuries does not 
handicap him in illness so long as 
he gets the necessities. 

The earlier discussion of plans for 
hospital care took cognizance of this 
self-evident fact and almost all of 
these plans provided ward accommo- 
dation for those who applied for 
membership. The member was of- 
fered ward accommodation with all 
the essentials for proper diagnosis 
and treatment, and if he desired semi- 
private or private accommodation he 
was at liberty to use this more expen- 
sive type provided he undertook to 
pay the difference in cost. In the 
earlier presentation of the plans for 
discussion, those who took part will 
remember that ward accommodation 
was invariably the basis for estimat- 
ing costs. 

This statement is borne out by the 
literature. As late as 1937 a review 
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by the American Hospital Associa- 
tion of the development of plans in 


six cities shows that four of these . 


provided ward accommodation while 
two supplied semi-private. 


A review of literature distributed 
in 1939 shows an increasing tendency 
to raise the standard. <A report by 
Dr. Rorem, dated September, 1938, 
contains the statement that “most 
popular plans give semi-private ac- 
commodation.” 


The result is obvious. The man 
with an income of one thousand dol- 
lars a year who has a small family 
or the one earning a greater income 
but having more responsibility can- 
not set aside the cost of protection 
as it is now offered; hence he is not 
provided for. Supporting this con- 
tention is a statement by Louis S. 
Reed, Assistant Chief of the Health 
Studies Division of the Social Se- 
curity Board. Speaking before the 
Hospital Care Insurance Section of 
the American Hospital Association in 
1938, he said: “At present the costs 
under most of the plans are too high 
to make enrollment attractive to wage 
earners or, in general, to the poorer 
half of the population.” 

In other words, we started out to 
provide for the moderate wage 
earner and took as the basic income 
the man in the lower bracket. As we 
found that the earnings from sell- 
ing the insurance was more than ad- 
equate to provide ward accommoda- 
tions we commenced selling semi- 
private rooms, instead of lowering 
the rates to take care of the man in 
the lower brackets as we started out 
to do. Some plans have not lost 
sight of this objective. Among these 
is the Cleveland plan. Under this 
plan two rates are offered, one for 
ward beds and one for semi-private. 
Is this not a better adherence to the 
original objective than the prevail- 


ing custom of keeping rates up and 
offering additional but non-essential 
services ? 

We are glad to note a realization 
of this principle among some of 
the state plans. At the recent meet- 
ing of the aCrolinas-Virginias Hos- 
pital Conference, Graham Davis dis- 
cussed pretty fully the plan in vogue 
in the Carolinas for giving ward 
care at a low rate. Minnesota, 
too, has adhered to the original prin- 
ciple. Both these states are taking 
steps to secure state-wide coverage. 
Probably others are doing the same, 
but these two are before us and are 
therefore mentioned. 

We believe that the plan to provide 
for the man in the lower wage group 
is the answer to all this talk about 
social legislation. The total failure 
of the prohibition act shows that 
people cannot be legislated into any- 
thing they do not want. They can- 
not be legislated into health any more 
than they could be legislated into 
total abstinence. Moreover, we all 
value what we pay for and attach 
little or no importance to that which 
is given us. This is as applicable 
to care of the health as to any other 
other part of our lives. We must, 
however, have a means _ provided 
whereby we are able to pay for that 
which is necessary to life and health. 
We believe, therefore, that plans for 
hospital care must again get their 
original objective in sight. They 
must provide the essentials for care 
in illness at a cost that can be met 
by the ordinary individual and they 
can then grade the cost of non-essen- 
tials to suit the desires of those who 
want more luxury and are both able 
and willing to pay for it. 


A Layman Compares 
Two Hospitals 


With so much discussion in med- 
ical and hospital circles regarding the 
various methods of caring for the 
sick, arising out of the report of the 
Interdepartmental Committee and the 
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fourth annual convention in Chicago. 


for fifth time. 


Pelton. 


the A.H.A. annual convention. 


A.H.A. meeting. 


20, 15 and 10 Years Ago 
From HOSPITAL MANAGEMENT, July, 1919 
Father Moulinier re-elected president of the Catholic Hospital Association at 
New Jersey Hospital Association formed; Dr. G. B. Landers first president. 


Recent appointments: S. G. Davidson as superintendent of Baptist Hospital, 
Memphis; C. A. Lindblad as superintendent of hospitals, Dallas, Tex. 


From HOSPITAL MANAGEMENT, July, 1924 


Rey. H. L. Fritschel re-elected president of Wisconsin Hospital Association 
Ohio Hospital Association provides for president-elect, naming Dr. C. H. 


Catholic Hospital Association has two weeks’ program at Spring Bank, one 
week for eastern hospitals and second for western institutions. 
Wisconsin, Iowa and Minnesota hospitals hold joint meeting at Madison, Wis. 


From HOSPITAL MANAGEMENT, July, 1929 


Representatives from 41 countries participate in the program of the first Inter- 
national Hospital Congress, held June 13 to 15 in Atlantic City, N. J., prior to 


Dr. Lewis A. Sexton, superintendent of Hartford Hospital, Hartford, Conn., 
chosen president-elect of American Hospital Association at its annual convention. 
Bergen County Hospital, Bergen Pines, Ridgewood, N. J., was presented with 
the honor award for the best celebration of 1929 National Hospital Day at the 


Iowa Hospital Association formed, with Robert E. Neff, administrator of Uni- 
versity Hospital, Iowa City, elected president. 











introduction of the Wagner National 
Health Bill, the comments of persons 
who have no interest in hospitals ex- 
cept the necessity for taking advan- 
tage of the services offered, are par- 
ticularly opportune. In the June 
issue of Business Digest is an edito- 
rial discussing the experiences of a 
man who was admitted to one of our 
governmental hospitals, as compared 
with his later experience with the 
same illness in a privately operated 
institution. 

The man was admitted as a pa- 
tient in a government hospital and, 
when no diagnosis had been made in 
four weeks, voluntarily took his dis- 
charge. He was then admitted to a 
non-governmental hospital. 

The private hospital was one of 
our larger institutions, but there 
were at least two essential differences 
when it is compared with the gov- 
ernment institution. First, and most 
important, the relationship between 
the patient and his physician was 
personal. The patient selected his 
physician and the latter, whether he 
recognized it or not, felt the chal- 
lenge of the confidence reposed in 
him. The second difference lies in 
the hospital itself. If we wish to 
give it credit for a spirit of Chris- 


32 


tianity we will say that it had a de- 
sire to take proper care of that par- 
ticular individual. If we wish to 
assume the cold-blooded business 
point of view, we will acknowledge 
that the continued existence of the 
hospital depended on rendering sat- 
isfactory service. 

The writer of the editorial was 
careful to emphasize that the unfor- 
tunate waste of time and the unnec- 
essary prolonging of human disabil- 
ity in the governmental hospital was 
not due to any lack of facilities but 
rather to the necessity for extreme 
systematization. The patient, in 
other words, was a case instead of 
being an individual. It is the imper- 
sonal ultrascientific attitude that is 
criticized. 

We are personally acquainted with 
the administrator and the general 
management of the governmental 
hospital to which reference is made 
and we wish to add our tribute re- 
garding the efficiency and capability 
of the administrator. He is, however, 
handicapped by the size of the insti- 
tution, by the bureaucracy under 
which he operates and by the neces- 
sity for systematization with the re- 
sulting fixed routinism, 

This is the great criticism of all 


hospitals operated under governmen- 
tal control, and it is the atmosphere 
which we are constantly combating 
in our larger voluntary institutions 
with a marked degree of success. It 
is the criticism which is answered by 
the smaller voluntary and other hos- 
pitals in which the patient can be 
regarded as an individual. 


The editorial which is the basis 
of this discussion has a particular 
value because it emanates from a 
man who cannot possibly be accused 
of having an axe to grind insofar as 
the maintenance of our private hos- 
pital system is concerned. He is 
concerned only with receiving proper 
care in illness. Moreover, his con- 
tribution to the discussion will reach 
a large group of business and simi- 
lar people who never have the op- 
portunity to see the arguments ad- 
vanced by hospital and medical jour- 
nals. 


We do not wish to be interpreted 
as condemning the great governmen- 
tal hospitals which are playing such 
an important part in caring for cer- 
tain types of illness and in promotion 
of health. Veterans’ hospitals, those 
under the Department of Health, and 
a great number of state and munici- 
pal hospitals are equipped for serv- 
ice to a large part of the community 
that could not be cared for other- 
wise, but it must be recognized that 
they have their limitations. 


These hospitals, because of their 
size and the necessity for extreme or- 
ganization, must be more or less im- 
personal in their attitude toward the 
patient. This impersonal attitude is 
often deleterious in its effects, a re- 
sult that can be and is avoided in the 
voluntary hospital. 


A splendid example of efficiency is 
to be found in the New York system 
of hospitals which is so well de- 
scribed in the current issue of For- 
tune. The article in question does 
not, however, give due credit to the 
part that has been played in the 
health program by the voluntary hos- 
pitals of that city. 


In New York is a typical example 
of that unification of effort which is 
so necessary. The tax-supported in- 
stitutions supply the required effi- 
ciency in certain types of illness but 
they lack the personal relationship 
that is equally necessary in others. 
This personal relationship is supplied 
by the voluntary hospitals of the city, 
which are partially supported from 
public funds, and supplement the ef- 
forts of the tax-supported institu- 
tions. Together they form a partner- 
ship that is as near perfect as it is 
possible to find. 
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BOOK REVIEWS 








One HunpreED THouSAND Days. By 
Dorothy Ketcham. Edwards Broth- 
ers, Inc., Ann Arbor, Mich. 477 pp. 
$2.00. 


This book is the result of the study 
and appraisal of experience gained 
during hospitalization and the subse- 
quent treatment of 275 patients dur- 
ing one hundred thousand days which 
extended over a period of sixteen 
years. 

It is the purpose of the book to 
make available the experience and 
method of dealing with patients, 
methods of teaching, progress, cur- 
riculum building, adult education, 
philosophy and purpose of occupa- 
tions, growth through activity, proj- 
ect planning, the selection of projects, 
individual needs and methods used, 
reading interests, the family and the 
hospital, the hospital and the family, 
the attitudes, fears and interrelation- 
ships of patients, family and illness 
experiences. The book regards the 
hospital as essentially a social instru- 
ment, correlating professional oppor- 
tunity, growth, study with community 
investment and return to health. It 
is carefully illustrated with pictures 
of children and adults in their various 
occupations, charts and graphs illus- 
trating the material. A bibliography 
and index is appended. 

The author, Dorothy Ketcham, Di- 
rector of Social Services, University 
Hospital, Ann Arbor, Mich., is the 
author of numerous articles on social 
service, workman’s compensation, 
health and hospital law, and legisla- 
tion affecting hospitals. She is the 


author of the “Michigan Hospital. 


Handbook,” published under the 
auspices of the Michigan Hospital 
Association, and joint author with 
Dr. John A. Lapp of “Hospital Law.” 


Pustic HeattH Law. James A. 
Tobey, Dr. P.H., LL.D. Second 
edition. Cloth, 414 pages, $3.50. 
Commonwealth Fund, 41 E. 57th St., 
New York, N. Y. 


Developing from a rather perfunc- 
tory attempt to control communicable 
disease, the science of public health 
now embraces all activities concerned 
with the preservation of health. It 
has become increasingly important to 
the nation and is now recognized as 
one of the major functions of gov- 
ernment, 

The hospital, as the health center 
of the community, is definitely con- 
cerned with its health problems and 
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the hospital administrator must there- 
fore have some definite knowledge 
of the functions and activities of the 
agencies concerned with their solu- 
tion if he is to actively cooperate 
with them. 

A work on public health laws is 
therefore of interest to the admin- 
istrator. When such a work is pre- 
pared by an authority who is a mem- 
ber of the Bar of the District of Co- 
lumbia and also of New York as well 


as a member of the Bar of the Su- 


preme Court, his competence to dis- 
cuss the question cannot be ques- 
tioned and the work is therefore rec- 
ommended to all administrators. 


HospiraL Lipraries. By E, Kath- 
leen Jones. American Library Asso- 
ciation, Chicago, Ill. 208 pp. $2.50. 


This is a new book dealing with 
that newest branch of hospital serv- 
ice, the library. Three types of 
libraries are discussed, the patients’ 
library, that for nurses and the medi- 
cal library. 

In discussing the patients’ library, 
there is shown a rare insight into the 
necessity for selecting books to suit 
different needs of different patients. 
Quite truly the author states that the 
librarian cannot rely on ordinary book 
reviews but must read the books her- 
self in order that she may really know 
the contents and thereby be enabled to 
keep certain types of books from pa- 
tients to whom they would do harm, 
substituting others which are bene- 
ficial. Such a selection necessitates 
knowing the patient and his particu- 
lar mental outlook as well as the 
books. This is the true art of the 
most newly recognized branch of 
therapy, bibliotherapy. 

It must not be concluded that the 
entire work is given over to such dis- 
cussion as that mentioned above. It 
contains so many practical details on 
selection, organization and all the 
other problems met by the librarian 
and of interest to the administrator 
that it is impossible in a brief review 
to do justice to all of them. The pro- 
fessional libraries, although well dealt 
with in the various professional pub- 
lications, are not neglected. 

In the worry of taking care of 
what is recognized as the necessities 
of the hospital, administrators are 
tempted to neglect informing them- 
selves regarding the value of books, 
or they may allow themselves to treat 
the library rather casually. To these, 
as well as to hospital librarians, the 
book is recommended. It is well worth 
the price and the time necessary for 
thoughtful reading. 


Air-Conditioned Nursery 
(Continued from page 11) 


room is built outside the main nurs- 
ery and provides cubicles for three 
baskets. 


Babies Completely Segregated 


The main nursery, divided into two 
sections, accommodates 28 babies. 
The baskets are placed in individual 
cubicles separated by transparent 
partitions. The slots in which bas- 
kets are placed are lined with stain- 
less steel. Beside each basket slot 
is a cabinet with a single drawer big 
enough to hold a complete one-day 
layette for the infant occupant of the 
cubicle. The cabinet is covered with 
white plastic, making a spic and san- 
itary dressing table for the baby, 

For physicians and nurses, two of 
the most novel features of the new 


‘nursery are the examination room 


and the “dispatching room.” The 
examination room is built off one 
side of the front room of the main 
nursery. Doctors enter it from a 
corridor, and a nurse hands the baby 
to the doctor through windows that 
open upon a flat counter in the ex- 
amination room, Physicians are con- 
sidering the use of this room for cir- 
cumcisions. 

The “dispatching room,” also de- 
veloped by Dr. Henricke, is located 
in the corner of the nursery nearest 
to the maternity bedroom. In a 
special cabinet in this room are kept 
the wrapping blankets used when 
babies are taken from their mothers. 
A baby is placed in a special stain- 
less steel conveyor-basket in the 
nursery and pushed under a glass 
partition into the dispatching room 
to be wrapped and taken by another 
nurse and hurried to its feeding. 

The new air-conditioned nursery 
has been built using data presented 
by Dr. Kenneth D. Blackfan and Dr. 
Constantin P. Yaglou, who conduct- 
ed a series of tests some years ago 
which showed that the period of time 
over which the initial loss of weight 
continued averaged 4.6 days in an 
unconditioned nursery and three days 
in a conditioned nursery under high 
humidity. The maximum initial loss 
of weight, 12.4 per cent, occurred 
among patients in the unconditioned 
nursery, and the minimum initial loss 
of weight, 6 per cent, occurred in 
patients living in conditioned nurs- 
eries-under relatively high humidity. 

In the unconditioned nursery, in- 
fants regained their birth weight in 
an average of 26.5 days. In the con- 
ditioned nursery under high humid- 
ity, it was 15.5 days. 
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Well written hospital records are 
indispensable, and to make the clini- 
cal record a complete story of the 
patient’s stay in the hospital, the rec- 
ord librarian must have the coopera- 
tion of the director of the nursing 
department, the supervisors, and the 
nursing staff, as well as that of others 
in the hospital. 

The nurse’s contribution to the 
record appears to have different de- 
grees of value to the various individ- 
uals concerned with hospital work, 
and sometimes the importance of 
nurses’ notes is not given proper rec- 
ognition. This attitude is often re- 
flected in the student nurse who has 
the idea that “charting,’”’ as she calls 
it, is something that must be done 
and therefore she expends as little 
effort as possible on this part of her 
work. 

Establishment of a regularly 
scheduled course in hospital records 
in nurses’ training schools would be 
of immeasurable value in enabling 
student nurses to acquire the right 
attitude toward clinical records and 
the record department. They should 
be impressed with the importance of 
accuracy, clearness, neatness and 
comprehensiveness in transcribing 
their bedsides notes, and should be 
instructed in the following essentials 
for accurate transcription : 

Correct spelling of patient’s 

name and attending physician’s 

name. 

How admitted—by wheel chair, 

ambulance or ambulatory. 

3. Complete recording of condition 
of patient on admission and on 
discharge. Particular attention 
should be given to any mark, 
bruise, burn, rash or irritation. 

4. Recording of admission temper- 
ature, pulse and respiration. 


to 
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5. Routine and special procedures 
recorded. 

6. Medication, dosage and manner 
of administration. 

7. Notation of objective and sub- 
jective symptoms. 

8. Changes in appearance and 
mental condition. 

9. Complaints. 

10. Signature of nurse who renders 
service. 

Supervisors and head nurses 


should be delegated to assume the re- 
sponsibility of inspecting the daily 
notes recorded by the student nurses. 
Daily conferences should be held on 
the wards, citing examples of alert 
observation and accurate recording. 
Time should be provided for round 
table discussions of clinical records 
which have been used as evidence in 
court. 

If students were graded as strictly 
on the contents of their bedside notes 
as they are on other subjects, think 
of the improvement in clinical rec- 
ords that would be effected! 


Value of Nurses’ Records 

Complete and authentic bedside 
notes are of much value to hospital 
administrators. In case of complaints 
or lawsuits, they tell the whys and 
wherefores of a given treatment or 
procedure. In addition, these rec- 
ords denote how the nurses carry out 
physicians’ orders and treatment, and 
they help to describe the type of 
work being done in the hospital. 
They play a large part in the smooth 





The Value of Nurses’ Notes 
in the Clinical Record 


operation of a hospital and can be re- 
sponsible for the betterment of hos- 
pital service. 

Nurses’ notes are especially val- 
uable to the nursing department be- 
cause they are one means by which 
the worth of a trained nurse is 
known. The nurse is with the pa- 
tient many hours a day, and if symp- 
toms are to be properly observed she 
must be the observer. Much of the 
treatment, therefore, may depend 
upon the data given in the bedside 
notes. 

The increasing number of lawsuits 
in connection with emergency cases 
makes imperative an accurate word 
picture of convalescence after acci- 
dents. The general condition should 
be noted, i. e., comfort, sleep, condi- 
tion of bowels, and excretion of 
urine. In fracture cases, notes should 
be made of specific observations : 

1. Is the cast or splint comfort- 
able? 

2. Are there any areas of pressure? 

3. In the case of a cast on the 
leg, are the toes swollen and cold? 

The blood pressure, respiration and 
temperature should’ be recorded fre- 
quently in all cases of trauma of the 
head and abdomen, or in any trau- 
matic case where there is a ruptured 
viscus or skull injury. Long descrip- 
tions, diagnostic statements and 
unnecessary comments should be 
avoided. The following are exam- 
ples of good notes of symptoms: 
“Distended and requesting relief.” 
“No complaints.” “Cascara not 
given this p. m.” “Complained of 
feeling chilly.” 

It is of great advantage to the at- 
tending physician to know that the 
nurse understands what, when, how 
and why to record certain facts or 
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a two-fold function in that they rep- 

resent the basis for the physician’s 

treatment of the case and also a def- 

inite check on the quality and as- 

siduity of the nursing care rendered 
| the patient. 


soe The nurse’s notes have 


Accuracy Essential 


The physician sends his patient to 
the hospital because of the necessity 
for constant, accurate and trained ob- 
/servation, and immediate recogni- 
|tion of changes. Medications and 
treatments are often administered in 
hospitals that would not even be 
considered in the home. In the hos- 
pital, the physician can rely on im- 
mediate and accurate recognition of 
reactions or changes in condition re- 
sulting from or following such treat- 
;ment or medications which in the 
home might be overemphasized or 
else not recognized at all. The re- 
\cording of these data by the nurse 
\is valuable to the physician for it 
gives him a picture of the condition 
}and aids him in writing his progress 
notes, which are essential in an ade- 
quate medical record. 


In defending damage suits against 
hospitals, insurance companies have 
found that nurse’s bedside notes are 
most valuable and must be relied 
upon in nearly every case. Much 
could be done to improve the gain 
in clinical experience of hospitals 
if their records were made more com- 
plete and accurate. Therefore, from 
the legal standpoint, whether involv- 
ing malpractice suits against the hos- 
pital or against some outside indi- 
vidual, the real worth of bedside 
notes cannot be overemphasized. 
When identifying a record in court, 
how satisfactory it is to have a good 
record which will not prove embar- 
rassing when certain information is 
requested. Personal experience has 
shown that very often nurse’s notes 
prove to be inadequate when brought 
in as court evidence. 





Legal Considerations 

Lawsuits have been brought against 
hospitals alleging negligence. In ‘one 
such case, it was alleged that on a 
certain day a nurse employed by the 
hospital caused an injury through a 
negligent act. It was found that the 
bedside notes contained true state- 
ments of everything that happened 
on that particular day and there was 
no evidence of negligence. Unfor- 
tunately, one of the entries had been 
deleted, and, although it had not been 
done to conceal anything, the jury 
assumed that the nurse had tried to 
“cover up” and a verdict was ren- 
| dered against the hospital. 








In another case ink was spilled on 
some bedside notes. These notes were 
recopied, but the copied notes had 
not been signed by the nurses who 


made them originally. Under the 
circumstances, these records were 
worthless as legal evidence, and ad- 
verse judgment was rendered, even 
though there was no apparent lia- 
bility on the part of the hospital. 

The record librarian should not ac- 
cept any records containing entries 
which have been erased or where ink 
eradicator has been used. There is 
much the record librarian can and 
should do to improve this part of 
the record. She should impress each 
nurse with the necessity of keeping 
in mind that every clinical record 
is a potential legal document. We 
consider the legal value of records 
as practical rather than scientific, 
but it is a value that we cannot 
afford to ignore. Every nurse 
should realize that she has signed a 
statement of the treatment of the 
patient as well as her acts regarding 
the conduct of the case which is an 
authentic and official record. 

As medical science has advanced, 
more treatments requiring skilled 
technique are being assigned to the 
nurse. When intelligent observa- 
tions of these treatments and of 
symptoms observed are entered ac- 
curately on the clinical record, the 
nurse has fulfilled her obligation to 
the patient, to the physician, to the 
hospital and to the nursing profes- 
sion. In addition, she has made a 
contribution to medical research. 


Nursing Institute at 
University of Chicago 

A three-day institute for directors 
of nursing and nursing services was 
held June 15 to 17 at Judson Court, 
University of Chicago. The pro- 
gram was arranged by Miss Nellie 
X. Hawkinson and faculty members 
of the University’s Department of 
Nursing Education. Almost 200 di- 
rectors and assistants of various 
nursing schools participated in the 
stimulating interchange of ideas and 
experiences. National nursing lead- 
ers gave practical and instructive lec- 
tures, and round table discussions 
focused attention on many problems. 

On .Friday evening, June 16, the 
Illinois League of Nursing Educa- 
tion joined the guests in a dinner ses- 
sion. Guest speaker of the evening 
was Alma C. Haupt, director of the 
Nursing Bureau, Welfare Division, 
Metropolitan Life Insurance Com- 
pany. 
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Hospitals Legally Required to Warn 
Nurses of Communicable Diseases 


One of the greatest dangers which 
confronts a nurse in the practice of 
her profession is the possibility of 
contracting some infectious or con- 
tagious disease from the patient she 
is attending. 

In caring for a patient suffering 
from a communicable disease, the 
nurse may subject not only her health 
but also her life to the hazards of 
the disease, and, although she com- 
plies with all the ordinary rules of 
hygiene in an effort to preserve and 
protect her health, the virulence of 
some of these diseases makes them 
more or less uncontrollable. As a 
result a certain small proportion of 
nurses will become ill’ or even die.” 
Should the nurse recover from her 
illness, the ravages and ill effects of 
some of these diseases are often far 
worse than a severe body injury. 

For these reasons, it is highly im- 
portant for both administrators and 
nurses to know the legal rights of 
student and registered nurses in such 
types of cases, 


Hewett v. Women's Hospital Assn. 


In the leading case of Hewett v. 
Women’s Hospital Association,’ the 
plaintiff was a student nurse in the 
defendant hospital, a charitable in- 
stitution. She was placed in charge 
of a patient whose malady was 
diphtheria, as diagnosed by the state 
bacteriologist, after an examination of 
the patient’s culture. 

This finding was doubted by the 
hospital physician because of the pe- 
culiarity of the patient’s disease, and 
the plaintiff was not informed until 
a few days later when she contracted 
the disease. Plaintiff sued both the 
hospital and the physician for negli- 
gence and obtained judgment solely 
against the hospital. 

In its reason for this decision, the 
Supreme Court of New Hampshire 
declared that the plaintiff, a student 
nurse, was like an apprentice of the 
hospital, and that it was the latter’s 
clear duty to inform her of the dan- 
gers of her occupation. Despite the 
fact that the defendant hospital was 
a charitable institution, it was liable 
in tort to the student nurse because 
she was not, like a patient, a recipient 
of the defendant’s charity but was 

“doing the defendant hospital’s proper 
work under its directions and for 
its benefit in the discharge of its 
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assumed duties. She was as much an 
employee of the hospital in respect 
to this particular work as she would 
have been if she had been a graduate 
nurse receiving full nurse’s pay... . 
It (the hospital) owed the absolute, 
non-delegable duty of a master to the 
plaintiff, (and as) . it had notice 
of the contagious character of the pa- 
tient’s disease, it was its duty, acting 
as ordinary prudent men would have 
acted under the same circumstances, 
to disclose the danger to the nurse 
who was ignorant of its existence.” 

The failure on the part of the hos- 
pital physician to give such notice 
constituted a breach of the duty which 
the hospital owed to the plaintiff, and 
which negligence was “the proximate 
cause of her injury.” The court also 
declared that in view of the facts of 
this case, the proper hospital author- 
ities should have warned the nurse 
before the hospital physician had 
reached a “satisfactory diagnosis,” 
and intimated that a judgment also 
might quite properly have been ob- 
tained against the hospital physician. 


Towne v. St. Luke's Hospital 


In a later case, similar in point to 
the Hewett case, namely, Towne v. 
St. Luke’s Hospital,* the facts were 
as follows: 

A nurse in the defendant hospital 
became ill, apparently not seriously, 
and was confined to bed in the hos- 
pital. Plaintiff, a student nurse, was 
sent to the sick nurse’s room to care 
for and attend her. Four days later, 
a diagnosis of the patient was made 
and it was found that she was ill 
with scarlet fever. The patient ‘was 
immediately isolated, and _ plaintiff 
was not permitted to enter the pa- 
tient’s room again. Shortly there- 
after, plaintiff became ill with the 
disease. In an action for damages, 
the hospital was held not liable for 
the plaintiff’s illness. 

The difference between the Towne 
case and the Hewett case is that in 
the former the hospital authorities, as 
soon as they had knowledge of the 
patient’s disease acted with due dili- 
gence by giving the attending stu- 
dent nurse prompt notice that the pa- 
tient was afflicted with such a disease 


and also by immediately removing 
her from the patient’s room. By 
such prompt notice and removal, the 
hospital authorities fulfilled the ob- 
ligation which the hospital owed to 
the student nurse to preserve and 
protect her health. 

In recapitulation, it may be stated 
that the law requires that where a 
patient in a hospital is ill with an in- 
fectious or contagious disease, the 
hospital authorities are under a duty, 
just as soon as they have knowledge 
of the disease of the patient, to ad- 
vise and warn the attending student 
nurse of this fact and also to remove 
her immediately from the patient’s 
room. Failure on the part of the 
hospital authorities to do both of these 
things makes the hospital liable to the 
student nurse. 

Under the same circumstances, the 
hospital’s duty to a registered nurse 
is merely to give her immediate no- 
tice and warning of the existence, 
nature and danger of the disease. The 
law is the same whether the regis- 
tered nurse is an employee of the hos- 
pital’ or is engaged by the hospital 
on a special case, and whether the 
hospital is a charitable institution or 
one conducted for profit. 

A registered nurse may not only 
have a cause of action against a hos- 
pital but also against a physician,® 
a patient, or even the latter’s relatives 
or friends, depending upon who en- 
gaged her and provided that the facts 
and circumstances are such that the 
party in question has knowledge of 
the fact that the patient is ill with an 
infectious or contagious disease and 
keeps the nurse in ignorance by fail- 
ing to advise and warn her of this 
fact. 

1Tuberculosis, Milwaukee County v. Ind. 
Com., 224 Wis. 302, 272 N. W. 46 (1937); 


poliomyelitis, Los Angeles County v. In 
Com., No. 156,318 (Cal. D. Ct. of A.) (1986), 

2Streptococcushemolyticus, Moore v. Fi- 
delity and Casualty Co., 203 Cal. 465, 265 
Pac. 207 (1928). 

*73 N. H. 556, 64 Atl. 190 (1906). 

4172 Minn. 408, 216 N. W. 221 (1927). 

5If the hospital is an “‘occupation’’ under 
the Workmen’s Compensation Act, and 
both student and registered nurses are hos- 
pital ‘‘employees,’’ then in such type of 
cases they would have to file claims for 
worksnen’ s compensation instead of bring- 
ing a suit at law. See *“Workmen’ s Com- 
pensation and the Nurse” in the American 
Journal of Nursing, Feb. 1938, p. 132-6. 

6A physician who fails to give such 
warning is negligent and is liable in dam- 
ages to the (attending nurse)...injured as 
a direct and proximate result of his negli- 
gence.’”’ Physicians and Surgeons, No. 124, 
Dealing with Contagious Diseases, 48 
Corpus Juris, 1132. 
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University of Nebraska Hospital 


(Continued from page 29) 

not appear for appointed hours, when 
their time of coming cannot be set, 
and when University Hospital pa- 
tients, being essentially charity, must 
give way to pay patients elsewhere 
and so wait an extra day or two. But 
on the other hand with as sincere a 
group of men as Nebraska possesses, 
men well trained and honestly anx- 
ious to learn as well as to teach and 
willing to give freely of their time, it 
is often amazing how much service 
the hospital receives from such a 
group and how little it differs in 
character from service to their pri- 
vate patients. 

This perhaps is the key to the 
whole question of why the Univer- 
sity of Nebraska Hospital has stood 
up so favorably in comparison with 
other much larger and more heavily 
endowed hospitals. Including, as we 
must, in the professional group the 
excellent type of nursing service ren- 
dered by a small number of faculty 
under able supervision, we feel safe 
in saying that were our predecessors 
of sixty years ago to look today at 
the results of their efforts in estab- 
lishing the hospital they could only 
swell their chests with pride. 

Space will not permit us to dwell 
on other details of this middle west- 
ern hospital. That a distinct con- 
tribution to the nursing service of 
the state and to other states has been 
offered by the nurses’ training school 
just mentioned is generally accepted 
throughout Nebraska. That there is 
a quiet but well controlled program 
of research actively going on yearly 
is less generally known. That the 
hospital for several years has rated 
among the very highest in the coun- 
try in percentage of deaths autopsied 
attests the type of medical service 
rendered and work done. ‘These are 
others of the highlights which we 
have thus hastily sketched as descrip- 
tive of Nebraska’s University Hos- 
pital. 


"The Customer Is Often Right” 


(Continued from page 21) 
he got to the hospital and they sent him 
down to City Hospital because he didn’t 
have any money with him. Boy! Wait 
until Dave hears that! 

Waitress: I’m sorry to keep interrupt- 
ing. But there’s another telephone call. 
This time it’s for Mr. Preston. 

Frep: Hello? Oh, hello, Dave. Say 
wait until you hear this. John went to 
your hospital and... What? They’ve got 
you in an expensive room and have already 
ordered the surgeon and anesthetist? What 
for? ... you had a stomach ache from 
that lunch we had? Well, for heaven’s 
sake don’t let them operate! Demand your 
clothes and get out. John will straighten 
it out later... . Sure! So long. 
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Jim: Well, I'll be darned! 
* * * 


ANNOUNCER: Ten days later, the four 
hospital administrators meet again at the 
restaurant to continue their discussion. 

oe oe 

Dave: Well, boys. I guess we learned 
something last week. John has a real tele- 
phone operator, but his information clerk 
... Where did you get that old crocodile 
anyway, John? 

JoHN: I know. You're not telling me 
anything new. But suppose you had a pet 
trustee who had a fifth cousin who was, to 


‘quote your indelicate language, an old 


crocodile, but who had to have work? 
Would you, or would you not, give her a 
job? If you gave that telephone operator 
of yours a job, you'd do almost anything ! 


Dave: Now, Jennie’s been with us for a 
long time. Why, if you knew the hard 
luck that girl has had—you wouldn’t have 
the heart to fire her. 

Joun: Sure, I know. I'd keep her on 
and let her take it out on the public... 
and the hospital. That’s the trouble with 
us hospital people. We keep overlooking 
and forgiving until it hurts everyone con- 
cerned. No wonder old David Q. Public 
takes such a beating now and then. And 
he has plenty of reason many times, I’m 
willing to admit. But I’ve learned a lesson 
first hand. 

Dave: That goes for me too. Right 
now I have two openings in my front office 
staff. 

Joun: And I’m going to do some house- 
cleaning too. Let’s give the public a break. 
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MARY EDNA GOLDER 
Dietitian, St. Anne's Hospital, Chicago, Ill. 


EDITORIAL DIRECTOR 


AND FOOD SERVICE 


The Dietitian as a Business Manager 


I am confident I would not have 
to write at length to convince any- 
one that it is hard to earn money. 
We all know that, and readily admit 
it. It is equally difficult to find the 
talent required for a good business 
manager. All will not so readily ad- 
mit the truth of that statement, be- 
cause we do not like to acknowledge 
it, but it is true nevertheless. This 
talent is as rare as gold. It calls 
for a skill possessed by only a few. 

A definitely successful recipe or 
formula has never been advanced, 
and probably never will. There- 
fore, while the solving of this baffling 
problem seems remote, I must con- 
tent myself and you by adding only 
a suggestion to the volumes that 
have been written. That suggestion 
is: in handling other people’s money 
or property (and that is what dieti- 
tians are doing every minute of the 
working day), treat it as though it 
were your own, and then add a pinch 
of additional care for good measure. 

As fiscal supervisor for the Illinois 
Department of Welfare, I act in the 
role of comptroller in regard to its 
appropriations, the control of expend- 
itures totaling approximately $1206,- 
000 per day, $45,600,000 per year, 
and, among several other important 
details, supervise the activities of the 
State Dietetic Department. 

Because of my association with the 
Department of Public Welfare, my 
comments quite naturally and neces- 
sarily will relate specifically to state 
institution work. However, our prob- 
lems, though large in scope, are 
found relatively in the smallest or- 
ganizations, whether they be pri- 
vate or public. 

Picture a city with a population al- 





From a paper read at the Illinois State 
Dietetic Association convention, Manteno, 
Ill., February 1939. 
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By JAMES P. COX 


Fiscal Supervisor, Department of Public 
Welfare, State of Illinois 


most as large as the capital city of 
Illinois — Springfield — greater than 
the population in all of Alaska, and 
then consider that this population, 
consisting of 54,692 inmates and 8,- 
361 employees, a total of 63,053, is 
largely composed of disordered, pit- 
iable, pathetic, tragic individuals, 
some with unheard of miseries, 
others with world old misfortunes. 

This great army of unfortunates 
consumes over 65,000,000 meals dur- 
ing the course of a year, calling for 
5,750,000 pounds of meat, 88,000 
barrels of flour, 3,000,000 pounds of 
sugar, 1,100,000 gallons of milk 
(every one of our children receive 
the equivalent of a quart of milk, and 
adults the equivalent of one pint of 
milk per day), 900,000 pounds of 
butter, over 1,000,000 dozen eggs, 
165,000 bushels of potatoes, together 
with hundreds of other essential food 
items, all of which cost somewhere in 
the vicinity of $4,500,000, about $14,- 
000 a day. 


Visualize this great institutional 


population and the meals they -con- 


sume, and you will have a startling 
realization of why a dietitian must be 
a good business manager. 

Webster defines business manage- 
ment as “something to be transacted 
or required to be done by a skillful 
economist.” There you have the 
problem which confronts the dietetic 
department of the State of Illinois. 
We are allotted for this biennium an 
appropriation of $11,734,350 for an 
account known as_ “Operation,” 
which, along with coal, clothing, 
drugs, and hundreds of other items, 
includes food, and the cost of food 
constitutes slightly over 50 per cent 
of this entire appropriation. This is 
almost identically the same amount 
of money allotted to the department 
in 1929—$11,036,318—when there 
were some 18,000 less persons for 
which to care. 

Now, of course, all this credit does 
not belong to our dietetic department, 
but because of the fact that over 50 
per cent of this great sum of money 
is required for food, and further, be- 
cause of the fact that they have to 
confine their activities to keep within 
certain monetary limitations, they do 
have a serious problem, one calling 
for the talent of skilled economists. 
The fact that we are in balance is 





The veterans’ dining room at the Jacksonville State Hospital, Jacksonville, Ill. 
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due in a considerable measure to the 
good work done by our dietetic de- 
partment. 

True, we have been aided ma- 
terially by favorable food prices 
which have prevailed during the past 
several months. Offsetting this fa- 
vorable price factor, however, our 
dietetic department was called upon 
to increase the quality as well as the 
quantity of our meals, to make all 
meals more inviting, palatable and 
appetizing, and more balanced from 
a vitamin and caloric standpoint, 
keeping the price factor in mind at 
all times. How well they have suc- 
ceeded is eloquently told in figures 
our statistician gives me which show 
an average per capita meal cost 
of .0626. 

Outside of our own dietitians, I 
am confident that some would like 

) “get behind the scenes” to learn 
how these accomplishments are 
achieved. Surely the size of our pop- 
ulation and the great quantities of 
food consumed must startle and be- 
wilder those employed in smaller or- 
ganizations, and you are naturally 
prompted to ask, among other ques- 
tions, how our various quantities 
are determined, how they are pro- 
portioned and how they are checked. 

The standards which were selected 
were recommended by the United 
States Department of Agriculture. 
The outstanding feature of the stand- 
ards is the classification of foods 
which is as follows: 

Grain products, milk, potatoes ; 

Dried peas, beans, nuts; 

Tomatoes and citrus fruits; 

Leafy, green and yellow vege- 
tables ; 

Dried fruit; 

Other vegetables and fruits; 

Fats and sugars; 

Lean meat, fish and poultry; 

Eggs. 

Provision is made for minimum 
and maximum quantities of these 
types of food which are necessary 
for the sake of adequate nutrition. 
Thus the quantity of any one of the 
above food groups which is recom- 
mended varies according to the age, 
sex and activity of the individual. 
The quantities also vary on the basis 
of cost, that is, the combination of 
certain quantities of each of the foods 
mentioned will result in a so-called 
adequate diet made up of items pur- 
chased at minimum cost, at moderate 
cost, or at liberal cost. 

These flexible standards have been 
adopted by the institutions and are 
now being used as a guide in the 
preparation of food requisitions. The 
advantages which have resulted from 
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the adoption of food standards are: 
greater assurance that patients and 
inmates of our institutions receive 
adequate quantities of nutritious 
foods ; elimination of waste; and uni- 
form standards of living to all pa- 
tients and inmates of.our state in- 
stitutions. Diet schedules showing 
per capita food requirements on a 
quarterly basis permit a quick and 
accurate check of the requisitions re- 
ceived from the institutions. 

It will be of interest to learn that 
we go to the market and purchase 
food supplies four times per year, 
every three months. There are a 
few exceptions to this system, par- 
ticularly with regard to some of the 
perishables. Experience has taught 
us that in this way we strike a fair 
average of prices throughout the 
year. We avail ourselves of the vari- 
ous daily and monthly publications 


issued by the U. S. Department of ° 


Agriculture and find them very help- 
ful. They especially aid us in catch- 
ing high priced articles or those that 
go out of season, and we are enabled 
to make substitutions. 

The experience in our department 
in the State of Illinois is not unique. 
Any person having to control the 
preparation of foods is aware of the 
necessity for good business judgment 
in the selection of articles which will 
provide the required food values 
without any unnecessary expenditure. 
After selection and purchase, equally 
good judgment must be exercised in 
preparation, in precautions to pre- 
vent wastage and in service to the 
patient. 

Editor’s Note—The Dietitian has 
a definite function as a business man- 
ager. While her first duty is to serve 
meals of a high standard she can also, 
by good business management, save a 
lot of money for the institution. 
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When appetites are just beginning 
their slow march back to the sound 
heartiness of perfect health, then 
comes the dietitian’s turn to do her 
share in the progress of her patients. 
As vital as food is in the maintenance 
of life itself, it never demonstrates its 
power more fully than during the 
hope-filled but difficult days of con- 
valescence. A hospital tray, artfully 
set with dishes which cajoie and 
please the particular appetite of a pa- 
tient, can be a very real ally of phy- 
sician and nurse. 


Variety Available 


The introduction of variety in the 
hospital meal is even more important 
than in the average home dietary, be- 
cause of the essential part it plays 
in wooing back to health appetites 
which have lost interest in food for 
its own sake. A generic foodstuff 
which can be relied on to provide al- 
most endless variety and interest to 
meals is cheese. Available in so many 
different varieties, adaptable for so 
many different uses, cheese lends in- 
terest, eye and appetite appeal to 
many dishes especially planned for 
the convalescent. 

Cheese is a familiar, friendly sort 
of food, one of the most universally 
enjoyed of all foods. Like any ‘old 
friend, it has a comfortable, reassur- 
ing bedside manner. <A _ favorite 
cheese dish served on the hospital 
tray, or a new dish featuring a 
favorite variety of cheese, may serve 
to recall many an elusive appetite. 

Versatile hospital dietitians may 
well devote a generous portion of 
their recipe files to cheese dishes de- 
signed especially for the hospital pa- 
tient. Cream cheese, as delicate in 
flavor as it is in color, is one of the 
cheese varieties whose usefulness in 
the hospital menu is never-ending. 
Because of its mildness and delicacy, 
cream cheese is suitable for many es- 
pecially tempting salad combinations. 

Its smooth creaminess lends an ir- 
resistible eye-appeal to all sorts of 
familiar fruits and vegetables, trans- 
forming everyday salads into tempt- 
ing “specialties.” The faintly piquant 
flavor of cream cheese is just enough 
to set convalescent appetites a-stir- 
ring. Readily digested, cream cheese 
is an important body-building food, 
rich in minerals, an excellent source 
of easily assimilated protein. 

Cream cheese is only one of many 





Individual Souffles with Asparagus 








Cheese Dishes for 
Convalescent Appetites 





By MARYE DAHNKE 


Director of Home Economics, Kraft-Phenix 
Cheese Corp. 


cheese types which may be used to 
add variety and interest to the hos- 
pital menu. For example, American 
cheese can come to the aid of the hos- 
pital meal-planner in the preparation 
of vegetables. Those familiar stand- 
bys play an important role in the diet 
road back to health, but frequently 
they require a touch of inspiration in 
the preparation to keep them from 
the humdrum class. A smooth and 
melting cheese sauce, served as the 
finishing touch to any number of plain 
garden-variety vegetables, provides 
just this necessary inspiration. Green 
beans, spinach, cauliflower—all of 
these and many more achieve real dis- 
tinction with a dressing of cheese 
sauce. 
Sauce Simple to Prepare 


For all the magic which it lends to 
everyday dishes, cheese sauce is ac- 
tually one of the simplest things in 
the dietitian’s category. For some 
obscure reason, it is often considered 
difficult to prepare. The secret of 
unvarying success with a cheese sauce 
is simply to remember to cook it 
slowly, over indirect heat. A second 
rule is not to overcook it. Cheese 
sauces should be made in the top of 
a double boiler, simply by melting 
American cheese, with a_ small 
amount of milk. The quantity of 
milk added may be varied, to make 
the sauce thick or thin, as desired. 
When cheese sauces are prepared by 
this simple method, they are smooth 
and melting, with no trace of stringi- 
ness which sometimes plagues the 
sauce-maker. 


GRAPEFRUIT AND AVOCADO SALAD 
Grapefruit sections “Philadelphia Brand” 
Avocado slices Cream Cheese 
Watercress French Dressing 

For each serving, place alternate sections 
of grapefruit and slices of peeled avocado, 
petal fashion, on crisp watercress. Roll 
cream cheese into balls on butter paddles, 
and place three of them in the center of 
each salad. Serve with French Dressing. 


ASPARAGUS—VELVEETA SAUCE 
4 lb. Velveeta Hot cooked asparagus 
14 cup milk Pimiento strips 
Slowly melt Velveeta in top of double 
boiler. Add milk gradually, stirring until 
sauce is smooth. Serve a generous amount 
of this hot sauce over each portion of as- 
paragus; garnish with pimiento strip. 
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BAKED EGGS IN TOMATOES 


[Tomatoes Toast rounds 
Salt, pepper 14 lb. American 


Chives, finely cheese | 
chopped Y% cup milk 
‘gg Parsley 


4 Ss 
Sutter, melted 
Cut a slice from the stem end of ripe 
comatoes and remove part of the pulp. 
sprinkle the insides with salt, pepper and 
hopped chives. Place in a shallow baking 
ish. Break one egg into each tomato, 
over each with the cut slice, and bake in 
. slow oven, 300°. After 15 minutes, re- 
aove covers, baste with melted butter and 
ake until eggs are firm but not hard. 
serve on rounds of buttered toast with 
heese sauce made by melting the half- 
ound of cheese in the top of a double 
oiler, and adding the milk. Garnish with 
arsley. 


BROILED TOMATOES—CHEESE SAUCE 
5 lb. American Broiled tomato halves 

cheese Broiled bacon 

4 cup milk 

Slowly melt cheese in top of double 
oiler. Add milk gradually, stirring until 
auce is smooth. Pour a generous portion 
f the hot cheese sauce over each broiled 
tomato-half, and garnish each with a strip 
f broiled bacon. 


INDIVIDUAL SOUFFLES WITH 
ASPARAGUS 
2 tablespoons Dash of cayenne 


butter 14 lb. “Creamed Old 
2 tablespoons English” Cheese 
flour 4 eggs 


34 cup hot milk Asparagus tips 

14 teaspoon salt 

Make a sauce with butter, flour, milk 
and seasonings. When thickened and 
smooth, add the sliced chese. Stir occa- 
sionally until cheese is melted. Add beaten 
yolks of eggs. Cool. Fold in stiffly beaten 
whites of eggs. 

In each individual casserole arrange five 
cooked asparagus tips. Fill casseroles with 
the souffle mixture, and bake in a very 
moderate oven, 315°, 30 minutes. Serve 
at once. 


PUFFED EGGS ON TOAST 
4 slices buttered toast 

Grated American 

cheese 

Separate eggs, leaving each yolk whole. 
3eat whites until stiff, add salt and mix 
lightly. Pile the beaten egg whites on 
four slices of toast, making a depression 
in the center of each. Drop an egg yolk 
into each depression. Bake in a very mod- 
erate oven, 325°, 20 minutes, or until the 
whites are puffed and lightly browned. 
Sprinkle generously with grated cheese and 
serve at once. 


4 eggs 
4 teaspoon salt 


CAULIFLOWER DE LUXE 
14 lb. American Salt, pepper 
cheese 1 cauliflower 
% cup milk 

Slowly melt cheese in top of double 
boiler. Add milk gradually, stirring until 
sauce is smooth. Season to taste. Cook 
cauliflower in boiling salted water until 
just tender. Drain thoroughly. Pour hot 
sauce over cauliflower; serve at once. 

If preferred, place cauliflower in a cas- 
serole, pour sauce over it, and sprinkle 
with buttered crumbs. Bake in a moder- 
ate oven, 350°, 20 to 30 minutes, until 
crumbs are browned. 








CHILD'S BIRTHDAY TRAY 


Chicken Noodle Soup 
Creamed Chicken in Toasted Bread Basket 


Mashed Potatoes 


Peas 


Chocolate Malted Milk 


A clown lollypop and a cheery, clown paper napkin does much to lend pleasure to the day we 
all love to celebrate. The monkey noise-maker and cellophane sipper add their bit, too, toward 
making a birthday celebration in the hospital a day long to be remembered. If purchased in 
quantity, the total cost does not exceed 1I0 cents. 





Book Shelf Addition 


You Can’t Eat Tuat, by Helen 
Morgan. Harcourt, Brace & Co., New 


“York City; pp. 313; $2.50. 


Here it is! The book that hasn’t 
missed a trick regarding allergy. 
You've gone to conventions and lis- 
tened with patience to talks regarding 
this subject, and yet how many of 
you have acquired sufficient informa- 
tion to feel at ease when questioned 
on the matter? 

Helen Morgan’s book deals with 
the meaning, causes, treatment, diag- 
noses and, best of all for the dieti- 
tians, she has listed the foods in ques- 
tion and gives a detailed account of 
“what’s in it.” The selection of 
recipes and sources of food products 
will answer the many requests thrust 
at you when you are in the turmoil of 
administrative procedures of the day. 
You can’t help but want to add this 
book to your library—M. E. G. 


Chatterbox Topics 


The botanists who gave us celery- 
cabbage, that welcomed change from 
lettuce, are attempting to produce 
seedless watermelon, cucumbers and 
green peppers without interfering 
with their flavor, texture or structure. 

@ 


Another canned product appears 
on the market. Can you guess? It’s 
dry ice cream mix! You may be able 
to stock heavily if you desire because 
the producers brag of an 8-month 
“keeping” quality. It is recommended 
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for those in outlying districts who 
have difficulty in securing a satisfac- 
tory fresh mix. One merely mixes 
the dehydrated product with tap 


water. 
e 


If you are looking for some addi- 
tional material on diets for children, 
we suggest writing for the special 
booklet on food for children over one 
year of age which has recently been 
prepared by the U. S. Children’s 
Bureau. 


Appetites Lagging? 


| 

| aa 

} 1. Marinated Melon Salad (Schir- 

| cliffe). 

| 2. Melon Ambrosia (melon balls, diced 

| orange, sliced bananas, shredded 

| cocoanut ). 

| 3. Stuffed Melon (% Honey _Dew 

| melon with fresh, pitted cherries in 
cavity ). 

cavity 

| 4. Stuffed Melon (peeled rounds of 

| honey dew melon with fruit cup 

center). 

| Fresh Fruit with Gelatine (Chop- 

ped gelatine in center of dessert plate 

surrounded with mounds of fresh 

pitted cherries, fresh raspberries, 

I melon balls and sliced oranges). 

I 6. Banana and Melon Salad (2 halves 

| of bananas slit lengthwise with melon 

l balls at each end of bananas). 

1 7. Schircliffe’s August Salad. 

Ig. Melon and Cottage Cheese Salad 

| (peeled melon rings with cottage 

| cheese center, which has been sea- 

| soned with grated orange rind. | 

| Garnish with fresh raspberries). | 


unr 

















GENERAL MENUS FOR AUGUST. 


Suitable for Staff, Personnel and Patients Not Requiring Special Diets 





Day 


tr 


Co 


10. 


Breakfast 
Orange Juice; Cornflakes; 
Scrambled Eggs with 
Frizzled Beef; Toast 
Blackberries; Puffed Rice; 
3acon; Muffins 


Grapefruit Juice; Ralston; 
Poached Eggs on Toast 


Cantaloupe; Shredded Wheat; 
3-Minute Egg; Sweet Rolls 


Raspberries; Oatmeal; 
Bacon; Rolls 


Cantaloupe; Wheaties; 
3acon; Coffeecake 


Sliced Peaches; Shredded Ralston; 


Scrambled Eggs; Toast 


Pineapple Juice; Cornflakes; 
Bacon; Muffins 


Sliced Oranges; Cream of Wheat; 
Bacon; Toast 


Sliced Bananas; Cornflakes; 
3-Minute Egg; Sweet Rolls 


Orange Juice; Oatmeal; 
Poached Eggs on Toast 


Tomato Juice; Ralston; 
Bacon; Toast 


Honey Dew Melon; Cornflakes; 
Bacon; Coffeecake 


Grapefruit Juice; Farina; 
French Toast; Jelly 


Loganberry Juice; Oatmeal; 
Bacon; Muffins 


Sliced Peaches; Cornflakes; 
3-Minute Egg; Sweet Roll 


Sliced Bananas; Wheaties; 
Bacon; Rolls 


Canned Grapefruit; Pettijohn; 
Poached Eggs on Toast 


Orange Juice; Cream of Wheat; 
Bacon; Toast 


Cantaloupe; Ralston; 
Bacon; Coffeecake 


Grapefruit; Rice Crispies; 
Bacon; Toast 

Tomato Juice; Wheatsworth; 
Poached Eggs on Toast 


Sliced Oranges; Oatmeal; 
Bacon; Toast 


Apricot Nectar; Cornflakes; 
Scrambled Eggs; Muffins 


Grapefruit; Cream of Wheat; 
3-Minute Egg; Toast 


Orange Juice; Oatmeal; 
Bacon; Toast 


Cantaloupe; Farina; 
Bacon; Coffeecake 


Pineapple Juice; Pettijohn; 
3-Minute Egg; Toast 


Sliced Bananas: Cornflakes; 
Bacon; Sweet Rolls 


Blackberries; Puffed Rice; 
Poached Eggs on Toast 


Tomato Juice; Ralston; 
Bacon; Toast 


Dinner 
Roast Lamb; Pittsburgh Potatoes; 
Peas and Carrots; Cucumber-Radish Salad; 
Pineapple Ambrosia 
Bar-B-Q Chicken; Browned Potato Balls; 
Asparagus; Grapefruit Salad; 
Apple Crumb Pudding 
Broiled Ham; Candied Yams; 
Au Gratin Cauliflower; Avocado Salad; 
Sponge Cake a la Mode 
sroiled Trout; Creamed Potatoes; 
Beets; Tomato-Cucumber Salad; 
Chocolate Marshmallow Roll 
Roast Beef; French Fried Potatoes; 
Green Beans; Chef’s Salad; 
Gingerbread, Whipped Cream Cheese 
Roast Chicken; Parslied Potatoes; 
Peas; Lettuce, 1,000 Island Dressing; 
Fruit Melange, Mint Jelly Sauce 
Ham Loaf; Rissoli Potatoes; 
Corn on Cob; Pear-Raspberry Salad; 
Burnt Sugar Cake 
Lamb Chops; Brown Rice; Wax Beans: 
Celery and Olives; Washington Cream Pie 


Chicken a la King; Baked Sweet Potatoes; 
Asparagus; Fresh Fruit Salad; 

Chocolate Marshmallow Sundae 

Broiled Steak; Mashed Potatoes; 
Shoestring Potatoes; Prune Salad; 

Lemon Meringue Tarts 

Filet of Sole; Scalloped Potatoes: 

Canned Tomatoes; Lettuce Salad; 

Baked Peach Meringue 

Roast Veal; Parslied Potatoes; 

Beets; Apple Ring Salad; 

Chocolate Chip Tapioca 

Fricasse Chicken; Noodles; | 

Frozen Brussel Sprouts; Spiced Pears; 
Angel Food, Raspberry Sauce 

Roast Beef; Creamed Potatoes; 

Corn; Orange Salad; 

Chocolate Honey Cake 

Veal Chops a la Carder; Mashed Potatoes; 
Cauliflower; Pineapple-Berry Salad; 
Cocoanut Cream Tarts 

Fried Chicken; Parslied Potatoes; | 
Peas; Lime Gelatine Salad with Fruit; 
Banana Cornstarch Pudding 

Lamb Patties; French Fried Potatoes; 
Beets; Pineapple-Cream Cheese Salad; 
Baked Custard 

Sea Perch; Mashed Potatoes; 

Summer Squash; Lettuce, French Dressing; 
Chocolate Lemon Marble Cake 

Veal Roast; Potatoes au Gratin; 

Green Beans; Melon-Cherry Salad; 
Raspberry Tapioca 

Roast Chicken; Browned Potato Balls; 
Asparagus; Cucumber-Radish Salad; 
Cherry Tarts 

Roast Beef; Noodles; Parslied Carrots; 
Pineapple-Banana Salad; Prune Whip 
Lamb Steak; Buttered Potatoes; 

German Style Turnips; Stuffed Mangoes; 
Floating Island 

Provincial Chicken; Mashed Potatoes; 
Spinach; Lettuce, 1,000 Island Dressing; 
Cherry Upside Down Cake 

Baked Ham; Candied Yams; Green Beans? 
Vegetable Basket Salad; 

Burnt Sugar Cup Cakes 

Halibut, Tomato Sauce; Baked Potatoes; 


Asparagus; Chiffonade Salad; Honey Dew Melon 


Roast Lamb; Browned Potatoes; Carrots; 
Pickled Peaches; Apple Dumpling 


Fried Chicken; Parslied Potatoes; 
Cauliflower; Sweet Cherry Salad; 
Strawberry (frozen) Shortcake 

Steak; Scalloped Potatoes; Peas; _— 
Oriental Salad; Caramel Rice Pudding 


Roast Beef; Potato Puffs; Asparagus; 
Aspic Salad; Maple Parfait 


Bar-B-Q Chicken; Mashed Potatoes; 
Green Beans; Sunshine Salad; 
Pepvermint Stick Ice Cream 


Baked Ham; Sweet Potatoes with Marshmallows; 


Peas; Banana Nut Salad; Applesauce Cake 


Luncheon 
Cold ‘Cuts’; Spaghetti and Cheese; 
Lettuce-Egg Salad; Macaroons; 
Honey Dew Melon 
Sliced Cantaloupe; Cottage Cheese; Salad; 
Shoestring Potatoes; Custard; 
Raisin Cup Cakes 
Beef-Apricot Patties; Toast; 
Perfection Salad; Prune Whip; Dream Bars 


Peanut Butter-Cheese Sandwiches; 
Pineapple Salad; Layer Cake; 

Frosted Malted Milk 

Tomatoes Stuffed with Cottage Cheese; 
Nut Muffins; Cookies; Fresh Sliced Peaches 


Chicken Salad; Potato Chips; 

Sliced Tomatoes and Olives; 

Angel Food; Chocolate Pecan Sundae 
Grilled Tomatoes and Bacon au Gratin; 
Baked Potatoes; Slaw; Ice Cream; 
Oatmeal Cookies 

Cold ‘Cuts’; Potato Salad; 

Relishes; Spiced Peaches; 

Strawberry Bavarian; Drop Cookies 
Meat Salad Sandwiches; 

August Salad; Apricot Milk Shake; 
Gingerbread Cup Cakes 

Canadian Bacon; Hot Potato Salad; 
Beet-Egg Salad; Watermelon; 

Fresh Cocoanut Cookies 

Spaghetti with Cheese; Waldorf Salad; 
Jelly Roll a la Mode 


Liver; Spanish Rice; Chef’s Salad; 
Lemon Drops; Fresh Apricots and Plums 


Cold Meat Loaf; Potato Salad; 
Sliced Tomatoes; Cantaloupe a la Mode 


Cream Cheese and Fruit Plate; Biscuits; 
Jam; Custard; Cookies 


Liver Sausage; Italian Salad; Relishes; 
Raspberry Shortcake 


City Chicken; Potato Cakes; Slaw; 
Wafers; Honey Dew Melon 


Steak Sandwiches on Buns; Pear Salad; 
Spice Cookies; Frozen Eggnog 


Cottage Cheese Salad; Shoestring Potatoes; 
Tomato; Banana Milk Shake 


Cold Roast; Rice; Pickled Beet Salad; 
Peach Shortcake 


Chicken Salad; Baked Potato; 

Stuffed Celery and Olives; 

Sponge Cake a la Mode 

Corned Beef Hash; Peas; 

Fig Salad; Gingerbread 

Veal and Celery Salad; Biscuits; 

Corn on Cob; Butterscotch Cookies; 

Fresh Fruit Cup 

Chopped Steak Patties; Creamed Potatoes; 
Grapefruit; Peach Ice Cream; Wafers 


Cold Tongue; Cottage Cheese; 
Macaroni Salad; Relishes; 

Pears; Chocolate Cup Cake 

Salmon Salad; Potato Chips; Slaw; 
Pickles; Raspberry Sherbet 


Canadian Bacon; Toast; 
Asparagus au Gratin; Plums; Scheneckens 


Cold ‘‘Cuts’’; Macaroni and Cheese; 
August Salad; Wafers; 

Toasted Cocoanut Ice Cream 

Bean Soup; Slaw; 

Ham and Cheese Sandwiches; 

Baked Apples; Cookies 

Green Peppers Stuffed with Hamburger; 
Peach Salad; Cake with Cherry Sauce 


Lamb Chops; Grilled Pineapples; 
Tomato Salad; Cherry Dumplings 


Mock Chicken; Scalloped Potatoes; 
Chef’s Salad; Cantaloupe with Fruit Center 
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C.H.A. Convention 
(Continued from page 19) 


Old age security is therefore sup- 
ported by taxation which goes into 
general funds. 

He asserted that since hospitals are 
exempt from other taxes accruing to 
the general fund they should also be 
exempt from this, but that employees 
should not be discriminated against 
because of the tax exemption of hos- 
pitals. 

In his remarks on the proposed na- 
tional health legislation, Dr. Montav- 
non said that in his opinion the Bill, 
as presented, is a manifestation of a 
willingness to surrender to the state 
the liberty of its citizens, and that in 
exchange for the right to participate 
in federal benefits, states would sur- 
render control. As opposed to such 
central control, he pointed out that 
it is easier for political interference 
to influence one central power remote 
from the people than to dominate the 
separate power of 48 states. He criti- 
cized the act in that it contains no 
expression of the necessity for a part- 
nership between governmental and 
private agencies, it discourages co- 
operation and under it charitable hos- 
pitals could not exist. 


At the same session Sister Ann 
Joachim, of Adrian, Mich., cited legal 
decisions in several states which show 
the tendency for the courts to abro- 
gate the freedom from liability of a 
hospital which is conducted for char- 
itable purposes. The trend appears 
to be a feeling that the individual 
who has suffered from the acts of 
the hospital should not be required 
to contribute to charity the amount 
of his damages because the funds of 
the institution are devoted to char- 
itable purposes. 

She also discussed the various lien 
laws which have been enacted, rec- 
ommending a study of these before 
any state seriously attempts to secure 
lien legislation. 

Rev. Alphonse M. Schwitalla, S.J., 
of St. Louis University, who has been 
president for some years, was again 
elected to that office; the Right Rev. 
Msgr. Maurice F. Griffin, LL.D., of 
Cleveland, was reelected first vice- 
president. Other officers elected 
were: Rev. John J. Barrett, Chicago, 
second vice-president; Rev. Joseph 
O’Connell, New York, third vice- 
president; Sister Helen Jarrell, St. 
Bernard’s Hospital, Chicago, secre- 
tary; and Mother M. Irene, St. 





Mary’s Hospital, St. Louis, treas- 
urer. Newly elected to the executive 
board were Sister Patricia, St. Jo- 
seph’s Hospital, Hamilton, Ontario, 
and Sister M. Philippe, St. Paul’s 
Hospital, Vancouver, B. C. 


National Health Bill 
(Continued from page 13) 


for purpose of examination and treat- 
ment and cure, of these people, if 
possible.” He said nothing about 
similar cooperative tie-ups with pri- 
vate hospitals and other institutions. 

The extent of the plan’s coverage, 
if adopted, illustrates the tremendous 
possibilities for expenditures by pri- 
vate individuals for health and medi- 
cal services which might be available. 
Dr. Altmeyer estimated, in a state- 
ment to the Ways and Means Com- 


‘ mittee, that for the first year the 


payments would be around $27,000,- 
000, rising gradually over a period of 
years until in 1945 the amount of 
money to be thus made available 
would reach $162,000,000. He esti- 
mated that in 1941 $67,000,000 might 
be available, in 1942, $96,000,000 and 
then an abrupt jump to $162,000,000 
in 1945. 
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Ss: 


Illuminated Directional Signs 
(shown above) Illuminated Through 
edge of glass—Any Size—Any Wording. 


Changeable Announcement Board 
(shown at left) Various sizes and styles 
of frames and changeable letters. Both 
open face and glass covered. 
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Information The Quiet Way! 


, == complete line of Tablet & Ticket Hospital 
Signs presents necessary information in a more 
dignified and more attractive way. 


Illuminated or non-illuminated, changeable letter 
or permanent, there is one that is specially adapted 
to your every need. 








T & T Special Hospital Signs 
and Changeable Letter Boards 


@ X-Ray Room — Laboratory 

@ Admittance Room — Office 

@ Operating Room — Lavatory 
@ Elevators — Entrance — Exit 
@ Purchasing Dept. — Staff-Room 
@ Head Nurse — Provision Room 
@ Menu Signs for Kitchen 


@ Changeable Announcement 
Boards 


Send to-day for informa- 
tion on the complete T & T 
line of Hospital Directional 
and Information _ signs. 
Special sketches submitted 





without obligation on your 
part. 
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HOUSEKEEPING AND MAINTENANCE 


MRS. ALICE M. ELDRIDGE 
Fairmont Hospital 
San Leandro, Calif. 





MRS. GRACE H. BRIGHAM 
Biltmore Hotel 
Providence, R. I. 


MRS. ALTA LA BELLE 
Michael Reese Hospital 
Chicago 
CONTRIBUTING EDITORS 


Job Analysis of the Housekeeping Department 
In a 100-Bed Hospital 


Analyzing the jobs of any group of 
employees necessitates a study of all 
conditions which affect each employee 
and his work. The type of work 
done by each must be known and con- 
sideration must be given to the avail- 
able number of hours per week. Of 
almost equal importance is the ar- 
rangement of hours, since it is gen- 
erally acknowledged that there is a 
greater lag in the employee who 
works a divided schedule than in the 
one who works a continuous shift. 

There are certain generalizations 
affecting all employees which influ- 
ence the amount of work accom- 
plished and the degree of efficiency 
which may be expected. The rules 
and regulations in effect at Henrotin 
Hospital, which would come under 
this general heading, include the fol- 
lowing : 

1. All women employees work 8 
hours per day and are off duty 24 
consecutive hours every 7 days. 

2. All employees received two 
weeks’ vacation with pay during 
1938. 

3. Vacation schedules are ar- 
ranged when the patient census is 
lowest. The only extra help for the 
1938 vacation period was a man who 
substituted for the various men doing 
routine work. 

4. A report on all absences due to 
illness is made to the administrator. 
Cases are treated individually, ac- 
cording to the type of illness and 
length of employment. 

5. Salaries depend upon the type 
of work and length of employment. 
Meals are not included in salary, but 
hot coffee may be obtained if desired. 
6. Work is regulated so that the 
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BY MILDRED G. PAGE 


Executive Housekeeper, Henrotin Hospital, 
Chicago, Ill. 


bulk of work revolves around the 
painter’s 5-day week schedule. 

7. Sunday work is scheduled with 
a minimum number of employees on 
duty. 

In this job analysis of Henrotin’s 
houskeeping department, all em- 
ployees who work under the direct 
supervision of the housekeeper -are 
considered. They are: 


Length of 
Employees Employment 
dnainter: 2.o.45s<4% 4 years 


1 wall-washer- 
houseman ....... 9 years 
1 window washer...Less than one year— 
replaced one de- 
ceased 
1 flecor maintenance 
man (terrazzo, 
rubber tile)...... 3 years 
1 floor maintenance 


man (terrazzo 
only—lobby floor) 2 years 


6 floor maids.......All more tnan 1 year 
4 attendants ......./ All more than f year 
1 linen room attend- 

MIRE: ier so aves oS eee 3 years 
1 seamstress ...... 3 years 


These employees are concerned 
with the maintenance of the entire 
hospital and the Graduate Nurses’ 
Residence. 

The Painter 

The painter works 6 hours per day, 
5 days per week. His work is by as- 
signment only, and by planning it 
according to the seasons, the wall- 
washing and painting is accomplished 
by this tentative schedule : 


December-January-February : Almost 


entirely wall-washing. Paint inside areas 
such as shower rooms and toilets. 

March: Paint walls in ene department. 

April: Paint interns’ apartment. 

May-June: Paint patients’ rocms. 

July: Paint student nurses’ residence. 

August-September: Paint class-rooms 
before September 1. Paint interior oi 
graduate nurses’ residence. 

October: Paint patients’ rooms. Refinish 
furniture. 

November: Wash two staircases. Paint 
cone staircase. 

Patients’ rooms are washed rou- 
tinely, when vacant, by arrangement 
with the office. The painter does all 
painting in the hospital and the two 
nurses’ residences, refinishes furni- 
ture, and washes all walls with the 
aid of the wall-washer. 

Wall-washing is so arranged that 
the painter has the aid of the wall- 
washer 5 to 6 hours daily during 
the 5-day week, two men working to- 
gether washing walls in all large areas 
(staircases, corridors, lobbies, wards, 
etc.), so that a particular area may 
be “out-of-order” the least amount 
of time. 


During 1938, the following paint- 
ing was accomplished: South stair- 
case, 7 floors; entire kitchen; nine 
4-bed wards; two 2-bed wards; five 
large private rooms (2 windows 
each) ; five small private rooms (1 
window each); two rooms with ad- 
joining baths in the student nurses’ 
residence, and the entire graduate 
nurses’ residence (24 rooms and 5 
baths) was renovated by washing 
and kalsomining walls. 

In addition, all department walls 
are washed at least twice yearly, the 
complete painted areas of all corri- 
dors and staircases are washed year- 
ly, with certain sections washed 
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more frequently, and patients’ rooms, 
solariums and entrances are washed 
three or four times yearly on regular 
schedule. If patients’ rooms are used 
for isolation cases, they are, of course, 
washed as frequently as is necessary. 


Wall Washer-Houseman 


The wall washer-houseman works 
8 hours per day, 5 days per week; 6 
hours on Saturday, and 6 hours on 
alternate Sundays. 
7:00 a. m—10:00 a. 

work. 

1. Floor 1— 

a. Floors and daily maintenance of 
four small offices and two examin- 
ining rooms. 

. Dust furniture and clean windows 
of La Salle Street lobby, board 
room and main office. 

c. Wash glass decors in three entrances. 

Sweep sidewalk. 

Pull ice. 

9:00 a. m. on Friday—call for linen at 

graduate nurses’ residence and deliver 

to laundry. 

10:00 a. m.—daily assignment 
1. Help painter wash walls. 

2. Help wash windows—one day per 

month. 

3. Maintain lawn in summer. 

4. Wash window shades. 


Window Washer 


The window washer works 8 hours 
per day, 5 days per week, 6 hours 
on Saturday, and 6 hours on alter- 
nate Sundays. 

7:00 a. m—10:00 a. 

work. 

1. Floor 1— 

a. Dust window sills, etc. (no floors) 
in X-ray department, men’s toilet, 
Oak Street lobby. 

. Emergency Room—clean windew 
sills, lights, sterilizer, furniture, 
doors; empty waste cans; take linen 
to laundry. 

2. Chip ice and fill ice bins on patients’ 
floors. 
10:00 a. m. 
ment. 

1. Care of windows, curtains and lights 

in the hospital and graduate nurses’ 


m.—daily routine 


— 
S 


PAN 


m.—daily routine 


— 
=) 


to 1:00 p. m.—daily assign- 


residence. (Approximately 10  win- 
dows are washed daily.) 

1:00 p. m.—Routine work 

1. Routine work in interns’ 4-rocm 


apartment. 
a. Make 6 beds. Change weekly. 
b. Floors. Bedroom floors are waxed. 
c. Dust. 
2. Empty waste cans on all floors. 


Floor Maintenance Man 
(Terrasso, Rubber Tile) 

The floor maintenance man works 
8 hours a day, 5 days per week, 6 
hours on Saturday, and 6 hours on 
alternate Sundays. 

Approximate area of rubber tile 
floors is 4,090 square feet, divided 
as follows: 

Floor 5—74 sq. ft. in front of elevators. 

Floor 4—1,420 sq. ft—north corridor 
(30x6 ft.), 300 sq. ft.; south cerridor (40x6 
ft.), 240 sq. ft.; west corridor (41x6 ft.), 
246 sq. ft.; center corridor, 108 sq. ft.; in 
front of elevators, 70 sq. ft.; in front of 
flower room, 84 sq. ft.; small areas near 
corridors, 30 sq. ft.; nurses’ station, 78 
sq. ft.; solarium (22x12 ft.), 264 sq. ft. 
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Floor 3—1,156 sq. ft. Same as Floor 4, 
with the exception that there is no rubber 
tile in the solarium. 

Floor 2—1,156 sq. ft. Same as Floor 3. 

Floor 1—193 sq. ft—main office, 98 sq. 
ft.; secretary’s office, 59 sq. ft.; admitting 
office, 36 sq. ft. 

Lower level—91 sq. ft.—central control 
office, 91 sq. ft. : 

This floor maintenance man _ re- 
ports for duty between 4:00 and 6:00 
a. m., depending upon the floor area 
to be scrubbed. Office floors are fin- 
ished before 7:00 a. m. (We tried 


to have the corridors on patients’ 


floors scrubbed at night, but it did 
not seem advisable to continue this 
practice. ) 

The daily routine work includes 
the care of floors and the dusting of 
two offices on Floor 1. All rubber 
tile floors are maintained by scrub- 
bing, waxing and buffing with the 
aid of a floor machine. The routine 
work is arranged so that this man 
works on the patients’ floor the day 
the maid is off duty. Utility areas 
—the flower room, food service, util- 
ity and waiting rooms (terrazzo 
floors) are scrubbed routinely by the 
“Spray-Mop” method. An average 
of 1 to 2 hours daily are employed 
for scrubbing terrazzo floors in pa- 
tients’ rooms by this same method. 

The rubber tile floors in the in- 
terns’ apartment are scrubbed, waxed 
and buffed once yearly. The linoleum 
floors in the graduate nurses’ resi- 
dence are scrubbed once yearly, fol- 
lowing the wall washing and _ kal- 
somining. 


Floor Maintenance Man 
(Terrazzo) 

Working hours: 8 hours per day, 
5 days per week, 6 hours on Satur- 
day, and 6 hours on alternate Sun- 
days. 

The approximate area of terrazzo 
floors is 8,336 square feet, which is 
divided as follows: 


Area in 
Square 
Feet 
ear Salle Sta TODD Vie cos, soicis ass oa patie 378 
cay Salle St Vestibule se icis-< ktsiewes s 89 
OF TES TESTE aN (01155 Se ea 443 
a Ste VESHOIN S556 boo iorecke ke weleiee 48 
Drug store ..... eateries Saas candi 90 
Corridor leading to elevators...... 550 
WOM CU wares aio Sate ccsa coc nciinee necks 53 
PGE GR oe el icer es Ga ole cowie casted 63 
Emergency department ........... 246 
Aeray department: cei cds ean 1,140 
CYStOSCOpY. LOOM! 66260 iseai cs es'e 209 
WU AMER POOR «cree o.oo io.si5.0 ied adhere see 144 
Emergency entrance ............00. 120 
Corridor to waiting room.......... 148 
Corridor to doctors’ offices......... 307 
Record librarian’s office............ 92 
‘Teaming School OfiCe: 6.5.5.0 06s 5s 240 
ISOEtAES: “COAL -TOOIMs 14% 6k4.c%e sete 112 
PEMDE ABN) Maes he aces eee ean Oa 308 
PROMBEMUOGIIN cracso nce sccie oe ote are Obl ee 266 
[OTS 7 ee re 760 
MECC ROT errs alas Sodeiowe de ae wks 1,683 
Basement corridors — 
CHER COM as hres lester ne etme oie re 132 
GeMmeRe 56 5srcne eis nae ontihcces 715 





Daily routine of this employee is 
as follows: 
4:00 to 9:00 a. m.—Maintenance of two 


offices including floors, dusting, etc. 
Maintenance of terrazzo floors on 
Floor 1. 


9:00 to 10:00 a. m.—Polish brass entrance 
doers to lobbies. 
10:00 to 11:00 a. m—Empty waste cans 
on all floors. 
11:00 a. m. to 12:00 p.m.—Lunch. 
12:00 to 12:30 p. m.—Mop lobbies; mop 
basement corridors. 
4:00 to 6:00 a. m.—Wednesday—Scrub 
kitchen (1 man from kitchen assists). 
:00 to 6:00 a. m.—Friday—Scrub Emer- 
gency Department and X-ray Depart- 
ment. Each area is scrubbed routinely, 
in a complete cycle when it is needed, 
or following the wall-washing process. 
Attendants 
When it was decided, three years 
ago, to relieve the nurses on patients’ 
floors of various routine duties, and 
to relieve the floor maid of duties 
she had been unable to accomplish 
before visiting hours, attendants were 
introduced in Henrotin Hospital, un- 
der the supervision of the house- 
keeper. 

It is the housekeeper’s duty to 
train the attendants. The type of 
persons most desirable for this kind 
of work are experienced maids to 
whom this work appeals or young 
women who aspired to be nurses. 
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FINNELL GLOSS SEAL’ 


Gloss Seal is available in several types to meet 
specific floor needs. There's a right seal for 
rooms, wards, corridors, and places of excep- 
tionally heavy traffic—each with its special com- 
bination of penetration and surface protection. 


Gloss Seal withstands acids, alkalis, harsh soaps, 
water, burns, friction, and will not darken or dis- 
color. *It's approved by the Maple Flooring 
Manufacturers Association. 


For greater protection “to hospital floors, for 
safety and beauty, refinish with Gloss Seal. Dem- 
onstration on your own floors—without obligation. 


FINNELL SYSTEM, Ine. 
2707 East Street omy 
Elkhart, Ind. 
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Each attendant works 8 hours per 
day, 6 days a week (Sunday off). 
The schedule of work, outlined be- 
low, was devised with the coopera- 
tion of a floor supervisor and has 
been very helpful in training the in- 
dividuals in this type of service. 
9:00 to 9:15 a. m. 

1. Bring daily supply of cleaning cloths 

from linen room when reporting for 

duty. ; 

Clean drinking fountain. 

Clean lavatory and waiting room. 

Check every room to see that every 
tray is out. 

9:15 to 10:00 a. m. 

1. Take care of linen basket. 

2. Take care of flowers; change water 
daily; water potted plants. Remember 
solarium. 

10:00 to 11:00. he 

1. Lavatories. Begin with wards. Check 
toilet paper racks. Lavatories include 
sterilizing rooms between wards. Also 
shelves. 

11 :00 to 11:30 a. m. or 1:00 to 1:30 p. m.— 
Lunch. No other time. 

11:30 a. m. to 1:00 p. m. 

1. Turn on light—Food Service. Wash 
shelves. 

2. Serve trays. 

3. Collect trays. 

1:00 to 1:45 p. m. 

1. Solarium—ash trays, 
chairs, window sills. 

2. General cleaning of empty rooms— 
make bed, clean bed-side stand, uten- 
sils, clothes cabinet, bed-side screen, 
window sills, waste baskets. 

3. Any special work. 

4:45 to 5:30 p. m 

1. Supper trays. ; 

2. Glass doors while waiting for supper 
trays. 

Special assignments. 

1. All bed-side screens—1 day weekly. 

2. All light switches—1 day weekly. 

3. Clean 4 leather chairs with saddle 
soap—once weekly. 

4. Relieve floor maid on her day off. 

In the Central Control Room there 
is one attendant who aids the nurses 
by sending dressing trays to the pa- 
tients’ floors, washing utensils, as- 
sembling trays, preparing articles for 
the autoclave, and making dressings 
under the direction of the supervisor. 


Floor Maids 
(Floors 2, 3 and 4—Patients’ Floors) 


Working hours: 7:00 a. m. to 1:00 
p. m. or 2:30 p. m. (6 to 7 hours). 
The second floor maid is off on Fri- 
day ; third floor maid on Wednesday, 
and fourth floor maid on Thursday. 

The area covered by each of the 
floor maids includes: four 4-bed 
wards; four 2-bed wards; 12 private 
rooms; waiting room; solarium; 
staircase between floors. 


Feb 


chairs, wheel 


The daily routine includes : 


1. Wet mopping all terrazzo floors in 
patients’ rooms and staircases. 

2. Sweeping rubber tile corridor floors. 

(These are maintained by the floor 

maintenance man.) 

Cleaning toilets. 

Washing window sills. 

Washing waste baskets. 


Floor Maid 
(Floor 5) 


Working hours: 7:00 a. m. to 1 :00 
p. m. or 2:30 p.m. Off on Sunday. 


The area covered includes: Sur- 
gery department—3 major operating 
rooms, 2 tonsil rooms, 2 scrub rooms, 
1 work room, 1 corridor; maternity 
departments—2 birth rooms, 1 scrub 
room, 1 sterilizing room, 1 corridor, 
1 labor room; laboratory—3 rooms ; 
waiting room; doctors’ dressing 
room; administrator’s apartment— 
living room, bedroom and bath. 

The daily routine is: 

Wet mopping terrazzo floors. 

Cleaning window sills. 

Cleaning chromium. 

Making cot-beds in nurses’ and doc- 

tors’ dressing rooms. 

Care of floors and rugs; making bed; 

cleaning bathroom; dusting furniture, 
and cleaning window sills in apartment. 


Floor Maid 
(Lower Level) 


Working hours: 4:30 p. m. to 
11 oo p. m. daily; 9:00 a. m. to 4:30 
p. m. Sunday. Off on Saturday. 

The daily routine is: 

1. Daily maintenance of Central Control 
Room—1 office and 1 workroom. 

2. Dust all floors in corridors and wait- 
ing rooms on Floors 2, 3 and 4. 

3. “On call” emergency room and birth 
rooms, 

4. Daily maintenance of 2 nurses’ dressing 

rooms. 

Daily maintenance of 4 doctors’ offices 

and metabolism department. 


Floor Maid 


(Graduate Nurses’ Residence) 


Working hours: 7:00 a. m. to 3:30 
p.m. Off on Sundays. Area to be 
covered—3 floors of 8 rooms each. 
Daily routine: 

1. Clean living room and_ bathrooms 
daily. 

2. Make beds, empty waste baskets, wash 
window sills, dry mop and clean rugs 
with carpet sweeper daily. 

3. General cleaning. 

a. Floor 3—one section — graduate 
nurses’ residence*—Monday. 
b. Floor 3—one_ section — graduate 
nurses’ residence—Tuesday. 
c. Floor 2—one i 
nurses’ residence—Wednesday. 
d. Floor 2—one section — graduate 
nurses’ residence—Thursday. 
e. Floor 1—graduate nurses’ resi- 
dence—Friday. 
. Stairs and corridors—Saturday. 
g. Use furniture polish one day 
weekly. 
h. Change dresser scarfs Friday. 

(Nurses are responsible for their 

own linen and call at the hospital 
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*This residence is for graduate nurses 
only. It is a double residence with two 
sections, on each of three floors, with four 
rooms and a bathroom in each section. 

The routine work of the student nurses’ 
residence, which is located at 1222 N. 
La Salle St., is under the supervision of 
the matron who is under the direct super- 
vision of the superintendent of nurses. 





linen room for it. The maid makes 
beds if the linen is in the room 
when cleaning is done.) 

i. Change sash curtains. 


Linen Room Attendant 


The linen room attendant works 
8 hours per day and is off on alter- 
nate Sundays and Wednesdays. On 
week days, her hours are from 7 :30 
a. m. to 4:00 p. m. and on Sundays 
from 6:30 a. m. to 3:00 p. m., with 
one-half hour for lunch. 

The work in the linen room con- 
sists of sending baskets with the daily 
sets of patients’ linen to the floors, 
filling all orders for linen from the 
floors, including requisitions for night 
linen. Departmental linens are sent 
to each department daily. 

Another part of the work consists 
of keeping an accurate account of all 
out-of-service linen, and marking all 
new linen before distribution. 

All uniforms for nurses, attendants, 
waitresses, kitchen employees and 
elevator operators are sorted and dis- 
tributed in the linen room. 

We have found that the best linen 
room attendants are those who have 
a thorough knowledge of laundry 
work and floor linen routine, and we 
therefore promote conscientious and 
ambitious women in the laundry to 
this department. 

When occasion demands, two per- 
sons are trained in our system of linen 
room routine. Each attendant is in 
the linen room one week and in the 
laundry the next. This has worked 
out very satisfactorily as the linen 
room is adjacent to the laundry. The 
advantages of this plan are that two 
people are capable of handling the 
work, and the work goes along 
smoothly when one attendant is ab- 
sent because of illness, vacation period 
or her regular day off. 


The Seamstress 


The seamstress works 6 hours per 
day, 5 days per week. Her hours 
are from 10:00 a. m. to 4:00 p. m., 
Monday to Friday inclusive. 

The routine generally followed in 
the sewing room is: mending linens, 
Monday, Wednesday and Friday; 
making new articles, Tuesday and 
Thursday. 

The articles made in this room in- 
clude laps, masks, wrappers, towels, 
hot water bag covers, stupe wringers, 
etc., for the various departments; 
diapers and infants’ dresses for the 
nursery; tray linen (tray covers and 
napkins). An additional project dur- 
ing 1938 was the making of draperies 
and chair covers to replace those out 
of service. 
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Memorial Hospital 
(Continued from page 12) 

connection to note that out of a total 
of 36,979 hospital days of care in 
1936, 24.5 per cent were free, accord- 
ing to the hospital’s report to the 
United Hospital Fund of New York, 
and that in the same year 28,064, 
or 48.3 per cent of the 58,028 visits 
made to the out-patient department 
were free. It is stated by authorities 
connected with the hospital that can- 
cer is increasing rapidly, so that the 
services of the hospital are in con- 
stantly growing demand, and its fa- 
cilities will continually be taxed to 
capacity, even in the splendidly- 
equipped new building which has just 
been occupied. Future expansion is 
contemplated on the extensive site 
which is available, as time goes by 
and funds become available. 


National Speech Hospital 
(Continued from page 17) 

ders, and the wealth of material pre- 
sented at the hospital will enable 
the research staff to undertake the 
extensive studies required under the 
best conditions. A large proportion 
of the hospital’s patients, it is stated, 
show definite evidence of endocrine 
imbalance, and an_ endocrinological 
clinic will be established to study and 
treat such conditions. Glandular 
conditions, with specific reference to 
their influence on voice and speech 
disorders, will be studied. Training 
of speech clinicians will be an es- 
pecially valuable function of the hos- 
pital, as there is a constant demand 
for qualified persons in this unusual 
specialty, lack of whom leads many 
handicapped persons to quacks and 
charlatans. 


New England Sanitarium 
Receives $20,000 


A gift of $20,000 has been re- 
ceived by the New England Sani- 
tarium and _ Hospital, Stoneham, 
Mass., to establish the Albert N. 
Parlin free bed fund, the income to 
be used to provide a free bed for 
persons unable to pay. 

The gift was made by Harry Dock- 
man, chairman of the Stoneham 
Board of Selectmen, in behalf of 
F. E. Jennings, trustee of the fund. 

Already upward of a million dol- 
lars have been given to hospitals 
under the trust fund left by Albert N. 
Parlin, of Everett, Mass., who died 
in 1927. The fund provided that the 
income should be used to establish 
free beds in hospitals, designated by 
the trustees, in the states of Massa- 
chusetts and New Hampshire. 
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Business Methods Increase 
Pharmacy's Value to the Hospital 


Dr. Malcolm T. MacEachern, of 
the American College of Surgeons, 
has stated that “there is great eco- 
nomic loss in the operation of the av- 
erage hospital pharmacy as it is to- 


day administered.” It is my opinion ‘ 


that this condition is due solely to the 
unbusinesslike methods employed in 
the management of the average hos- 
pital pharmacy. 

It is significant that in many hos- 
pitals, the pharmacy is situated in 
some “out-of-the-way place,” often 
in the basement ; it is frequently neg- 
lected by the hospital administration 
and passed by when funds are avail- 
able for new equipment. This, in 
many instances, discourages the phar- 
macist, who assumes a lackadaisical 
attitude in management. 

Greater recognition and coopera- 
tion by the hospital administration 
can readily be obtained by proper 
management of this department. Im- 
proper management, of course, not 
intentional, can be remedied if the 
pharmacy is run on a business-like ba- 
sis, and only if the department is run 
as a business can the pharmacy be 
raised to an equal plane with the 
other professions and departments 
connected with the hospital. 


Cooperation Essential 


As in any business, cooperation 
with the entire personnel is the first 
requisite to success. Dr. W. J. Stains- 
by, in a recent issue of the Journal of 
the A.M.A., stated that a hospital has 
four functions: the diagnosis of dis- 
ease; the treatment of the patient; 
the teaching of physicians, interns and 
nurses, and research. 

With the first, diagnosis, the hos- 
pital pharmacy is not concerned, but 
with the other functions, the phar- 
macist plays an important role. 

Therapeutic results depend on the 
hospital pharmacist dispensing ex- 
actly what is ordered. The physician 





Read before the pharmacy section, Tri- 
State Hospital Assembly, Chicago, Ill., May, 
1939 


HOSPITAL MANAGEMENT, July, 1939 


BY S. RASKIN 


Pharmacist, Mount Sinai Hospital, 
Milwaukee, Wis. 


is concerned with the purity and the 
potency of the drug or preparation 
ordered, and the pharmacist is re- 
quired to purchase only products and 
materials of unquestionable quality, so 
that the desired results are obtained. 

The pharmacy department of a 
hospital is so vital a unit that its serv- 
ices can reflect greatly on the rep- 
utation of the institution; it can ren- 
der such effective service to the med- 
ical and surgical staffs that it will be 
“talked about.” Through staff rec- 
ognition and appreciation of service, 
the hospital pharmacy can become 
the department it merits to be. 

During his pre-clinical training, the 
average medical student is given a 
critical and scientific training in phar- 
macy, pharmacology, and therapeu- 
tics. These ideals are later shattered 
by the irrational therapeutic measures 
used by many staff physicians, or by 
advertising, samples, salesmen and de- 
tail men extolling the virtues of vari- 
ous preparations with which the in- 
tern or resident is bombarded. He is 
in a quandary as to the qualities and 
uses of these preparations and usually 
turns to the pharmacist for aid. 

All literature on ethical products 
should be filed and ‘cross-indexed ac- 
cording to name and_ therapeutic 
value to make instantly available in- 
formation regarding any of these 
preparations. If the pharmacist will 
take the time to advise the intern on 
his prescriptions, this service will be 
one of the many to aid our cause. 

A few months ago, the writer in- 
stituted a class in modern ethical 
drugs and preparations for both stu- 
dent and graduate nurses. This class 
is in addition to those on Materia 
Medica and Drugs and Solutions for 
freshmen and sophomore nurses. The 
response to the new class has been 
gratifying. Attendance, compulsory 


49 














ARTICLE 


ACCOUNT 





RECEIVED 


DISBURSED BALANCE ON HAND 





F : cae Ca 
save dress || ARTICLES) PRICE 


] so oF | NO OF || UNIT ] 





| I I l 





i} {| I} || 





























































































































PHYSICIANS’ RECORD Co., CHICAGO 





PRINTED Im U.B.Ae 





Form A—the stock control card 


for student nurses, has grown with 
each class, graduate nurses, interns, 
residents and a few staff physicians 
attending it regularly. This class 
takes up. all new and _ trade-marked 
preparations used in our hospital, dis- 
cussing their composition, therapeutic 
value, dosages, and the similarities of 
various trade-marked preparations. 
The service rendered and the ef- 
fort expended in the development of a 
literature file and of a class of the 
nature described will be repaid by 
recognition and appreciation. 
Assistance in Research 


In regard to the third function, re- 
search, the hospital pharmacy can be 
of material aid in two ways: investi- 
gation by the pharmacist and assist- 
ance to physicians engaged in re- 
search. 

To be successful, the pharmacist 
should from time to time examine 
various preparations used in his in- 
stitution to determine whether they 
can be simplified or improved, wheth- 
er he can manufacture these prep- 
arations in the hospital pharmacy for 
less money or better than they can 
be obtained commercially. 

The pharmacist can be of inestima- 
ble value to physicians doing research. 
He should have the knowledge and 
interest to assist in the preparation 
of new items or in the development 
of untried methods of administering 
those preparations of which the value 
has already been established. Too 
often, research physicians have to 
obtain the services of a commercial 
laboratory at considerable expense 
and often with less cooperation. 

All successful businesses keep ex- 
tensive records, and to be managed 
efficiently, a hospital pharmacy must 
keep exact records of all transactions. 


50 


The system and records in use at 
Mount Sinai are as follows: 


Exact Records Kept 


All drugs and chemicals used in 
our hospital are purchased by the 
chief pharmacist, regardless of which 
department may use the item. All 
departments requisition the pharmacy 
for their needs. Purchasing of all 
chemicals and drugs by one depart- 
ment is advantageous because the 
volume of purchases is raised and bet- 
ter prices are obtained. 

Before purchasing any item used 
in quantity, a mimeographed post 
card is sent to all manufacturers and 
distributors of this particular item, 
specifying quality and asking for a 
quotation. On receipt of the quo- 
tation, the bid is entered in a loose 
leaf price book. Each item or prep- 
aration has its own page in this book, 
and it is easy to know where to pur- 
chase to best advantage. This meth- 
od of purchasing will pay dividends 
because the purveyor will realize that 
in order to obtain business, he must 
quote the lowest prices. 

No order is given without a signed 
purchase order. This order is in 
quadruplicate, one sheet going to the 
purveyor, one to the business office, 
and two to the pharmacy. On receipt 
of the merchandise, the invoice is 
checked against the purchase order 
and one copy of the order is attached 
to the invoice and sent to the office. 
Before sending the invoice to the 
business office, the amount involved 
is entered in a purchase book. In 
this volume, each source of supply 
has a page on which all purchases are 
entered. Thus, at a moment’s no- 
tice, it is possible to know how much 
was purchased from each source. 





Specified Time for Salesmen 


We try to have salesmen call on 
Monday, Wednesday and Friday aft- 
ernoons. This plan facilitates the 
pharmacy service, as salesmen do not 
interrupt morning routine when drug 
baskets are filled and when the phar- 
macist is in the out-patient depart- 
ment. At any other time, salesmen 
are seen only by appointment. 

Salesmen will cooperate whole- 
heartedly with a system of this kind 
because they are assured of ample 
time to present their products. 

No item or prescription is issued 
to a patient, floor or department un- 
less a signed requisition is presented 
to the pharmacy. This requisition 
is in duplicate and contains the fol- 
lowing information: floor or depart- 
ment name, date, signature of the 
person asking for the item, signature 
of the supervisor of the floor or de- 
partment, item requested, amount, 
patient’s name, room number and 
physician. 

The person receiving the order 
signs the requisition upon delivery 
of the item. The original is filed in 
the pharmacy, and the duplicate kept 
by the floor or department. Under 
this system, patients are charged for 
everything they receive; this stops 
loss of revenue, a factor which con- 
fronts many _ hospital pharmacies. 
Last year, under this method of dis- 
tribution, we obtained over $4,000 
more for pharmaceutical preparations 
than in 1937, even though the year’s 
patient census was 600 lower. 

Space is also provided on this 
requisition for the notation of floor 
needs, i.e., stock solutions, alcohol, 
etc. There are two price columns 
on this blank, one for charges to pa- 
tients and the other for the cost of 
floor supplies. By totaling the cost 
of floor supplies at monthly intervals, 
the drug overhead of each floor and 
department is obtained. This is es- 
sential in preparing the monthly re- 
port. 

Perpetual Inventory 

A perpetual inventory is kept of 
the entire drug stock. Upon receipt 
of an item, the quantity received, the 
price paid and the name of the source 
is entered on a stock control card 
(Form <A). Once a_ week, the 
amounts used are taken from the 
requisition blanks and entered on the 
stock control card. 

The perpetual inventory has a two- 
fold purpose : 

1. Stock control assures true con- 
trol of stock, purchasing and order- 
ing. Purchases can be governed to 
satisfy the demands of a certain pe- 
riod; possibility of overstock and 
needless investment is eliminated. 
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The vital role of the 


recent report.* On the oral mucosa, 


The sequelae of postoperative infec- 
tion can mar the accomplishments of 
even the most brilliant techniques. 
Surgery, however skillful, must be 
supported by efficient disinfection. 

For this exacting purpose, Tinc- 
ture Metaphen, an alcohol-acetone- 
aqueous solution of Metaphen 1:200, 
is recommended. Its usefulness rests 
largely on two important properties: 
it is nontoxic and relatively non- 
irritating to the unbroken skin, and 
it is an effective disinfecting agent. 

The superiority of Tincture Meta- 
phen in these two respects and in 


length of action is emphasized by a 
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Tincture Metaphen was found to re- 
duce bacterial count 95 to 100% within 
five minutes; to cause only a slight ir- 
ritation in some cases, no irritation in 
the others; and to have, in substantial 
excess of any other antiseptic tested, 
a duration of action of two hours. 

Tincture Metaphen does not affect 
surgical instruments or rubber goods. 
It is quite stable when exposed to air. 
The distinctive orange stain which it 
produces clearly delineates the field 
of application, yet may be easily and 
quickly removed from skin or from 


linens by washing with soap and water. 


antiseptic... 


Tincture Metaphen is supplied in 
l-ounce, 4-ounce, 16-ounce and 
]-gallon bottles. Tincture Metaphen, 
Untinted, is also available for use 
where a safe and efficient antiseptic 
is indicated, but where staining is un- 
desirable. It is available at all pharma- 
cies in the same package sizes as the 
tinted Tincture Metaphen. Abbott 
Laboratories, North Chicago, Illinois. 


*Meyer, E., and Arnold, L.; Amer. Jour. Digest. Dis.; 
vol. 5, page 418, September, 1938 


TINCTURE 
METAPHEN 


(4-nitro-anhydro-hydroxy-mercuri-orthocresol, Abbott) 
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PROFIT AND LOSS STATEMENT 


Pharmacy Department—May, 1939 





Inventory as of 5/1/39.......... $3,057.68 
Purchases during May, 1939.... 2,804.79 

Wiel 5 a ckkpentseee eens sae $5,862.47 
Less inventory of 5/31/39....... 4,058.09 





Total cost of mdse. used in 
hospital during May, 1939. .$1,804.38 


Mdse. sold at retail during ; 
BEES: CADE) tignn ss ahs os0ksrab cee eeneree 


<SPasdE saber e ne seb oebere 1,804.38 
ene ree $ 525.36 
Total cost of mdse. used in 
ON a ere errr. $1,804.38 
Less mdse. used by floors, 
depts., ete., for which no 
revenue has been received... 600.73 





Net cost of mdse. for which 
revenue has been received. .$1,204.65 


Revenue received for mdse. in 
DERG OONED . So cccspcsses sue esnee $2,329.74 
Cost of above mdse............ 1,204.65 


jross profit on sales for * 
revenue in May, 1939 ....... $1,125.09 


GROSS PROFIT in May, 1939..$ 525.36 
Less Overhead: 

OVS eer eT eer re 225.00 

Light, rent, etc. 25.00 250.00 





BOG POE Saleh dateanssooeee $ 275.36 











Form B—profit and loss statement form 


2. The total amount invested in 
the pharmacy is known, and a month- 
ly profit and loss statement, so es- 
sential to proper management, can 
be prepared. 

The value of such an inventory is 
exemplified in an experience we had 
in the purchase of a certain popular 
barbiturate. Before instituting the 
stock control system, this was pur- 
chased in 5,000 quantities. When the 
system was installed, the card showed 
that about 500 to 600 were used 
monthly. Over $125 had been frozen 
for a period of ten months at a sav- 
ing of only 90c per month. Now 
this product is purchased in quanti- 
ties of 1,000. 

Each shelf in the pharmacy is la- 
beled A-1, A-2, etc., and the loca- 
tion of each item is noted in the up- 
per left-hand corner of the stock con- 
trol card. This facilitates the find- 
ing of any item when the pharmacist 
is absent. The marking of shelves 
takes very little time and will be of 
great help to those not acquainted 
with the pharmacy. It also eliminates 
the necessity for the pharmacist to 
return to the hospital after hours. 

Charges of medicinals received and 
used by patients are noted on a du- 
plicate charge book, the original be- 
ing sent to the office and the duplicate 
being kept in the pharmacy. The 
totals of charges to patients are en- 
tered daily in the receipts book, each 
floor having a separate column. 

Employees, physicians and out-pa- 
tients purchasing medicinals pay cash. 
An ordinary duplicating sales book 


52 





is used for this purpose, the original 
slip together with the item being sent 
to the business office where it is 
called for by the purchaser. The 
daily total of cash sales is also en- 
tered in the receipts book under “Spe- 
cial.” This receipts book enables the 
pharmacist to know the volume of 
business done by the pharmacy and 
enables him to make up a profit and 
loss statement. 

The best policy in pricing medici- 
nals is to keep on the same level as 
the retail pharmacist. Don’t get 
more, but don’t get less. Do not em- 
barrass retail pharmacists by charg- 
ing less than the customary price just 
because the cost is less due to advan- 
tageous buying. Convert the extra 
discounts into extra profits. 

A perpetual inventory is kept of 
all narcotics. Each floor is allotted 
a certain number of tablets of each 
kind, and as the nurses dispense 
hypos and oral tablets, they are en- 
tered on the floor narcotic book. Each 
floor is required to replenish the de- 
pleted stocks daily, which acts as a 
daily check on the floor narcotics. 
The pharmacist keeps a master nar- 
cotic inventory book, one page being 
devoted to each preparation, and all 
narcotics dispensed to the floors are 
entered in this book. The narcotic 
stock is checked against the inventory 
book once a month. 

Alcohol and liquor are given stock 
control cards and are controlled as 
any other medicinal except that they 
are always kept under lock and key. 

Profit and Loss Statement 


If the aforementioned records are 
kept, a monthly profit and loss state- 
ment is easy to prepare. The pro- 
cedure in making up such a statement 
is as follows: 

Add the amount of purchases for 
the month to the actual inventory, as 
of the first of the month, and from 
this total, deduct the inventory of the 
last day. The result is the cost of 
all merchandise used during the 
month. 

Deduct the cost of merchandise 
used from the total receipts to get 
the profit or loss, as the case may 
be. If a profit is shown, deduct all 
salaries, light and heat for the net 
profit; if a loss, add the overhead to 
obtain the total loss. 

It is possible to go further than this 
in preparing the monthly statement. 
From the total amount of merchan- 
dise used in the hospital, deduct the 
amount of merchandise for which no 
revenue has been received. Deduct 
the result, which is the net cost of 
medicinals used for which a revenue 
has been received, from the revenue, 
and a true gross profit will be ob- 





tained. From this gross profit, de- 
duct the total overhead for the net 
profit. 

If the hospital administrator can 
readily recognize the value of the 
pharmacy to the hospital by glancing 
over the monthly statement, and it 
the report shows increases in profit 
and shows that it can carry itself, then 
and then only will this department 
be accorded the recognition it de- 
serves. 

The time spent in keeping proper 
records will pay untold dividends in 
recognition, appreciation and in the 
feeling of a job well done. It is a 
pleasure to know that your depart- 
ment is on a paying basis, that the 
staff recognizes your ability, and that, 
when some improvement is planned 
for the pharmacy, you can go to the 
administrative head and show that 
your department merits the improve- 
ment and that the department can 
pay for it. 


Eastern Plan Heads Meet 


(Continued from page 17) 


ranging from one to two dollars to 
the hospital for the duration of his 
stay. Although there was a feeling 
that such an arrangement might tend 
to decrease the length of stay and 
frivolous use of hospital facilities, no 
proof was offered for consideration. 


Enrollment Procedure 


In the discussion of the influence 
of the method of enrollment upon 
utilization, the comment was made 
that probably this factor, more than 
any other, was responsible for the 
recent increase in the demand for 
hospital care. 

It was suggested that enrollment 
be limited to groups of employed 
people through their places of em- 
ployment, and that higher percent- 
ages of enrollment within an em- 
ployed group be required for par- 
ticipation. It was also generally 
agreed that the greatest utilization 
could be expected from individuals 
who were enrolled without regard to 
place of employment or method of 
collection, and that the best exper- 
ience would result from enrolling em- 
ployed groups through their places of 
business on a salary deduction method 
of payment. 

Mr. Meech reported a controlled 
experiment in Rochester, N. Y., 
where an attempt was made to enroll 
individuals at a slightly higher rate 
of payment than that charged to em- 
ployed persons. The experiment was 
discontinued after six months of ad- 
verse experience. Mr. Van Dyk re- 
ported that utilization of individually 
enrolled subcribers in New York City 
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was far in excess of that experienced 
with subscribers enrolled through 
places of employment. No satisfac- 
tory means of enrolling individuals 
was proposed. 

Inasmuch as it has been established 
that an adult female uses consider- 
ably more hospital care then does an 
adult male, it was considered advis- 
able by the delegates to require that 
an employed married female enroll 
her husband at the time of original 
application, particularly if maternity 
benefits were a part of the plan. 

It was reported that one large of- 
fice building in a mid-western city 
had been thoroughly canvassed, and 
applications accepted from people in 
the building without regard to their 
places of employment, and without 
considering the percentage of par- 
ticipation within each office in the 


building. The subsequent experience 
was not adverse. 
Another plan director reported 


having controlled a number of people 
who were employed in small business 
establishments in a _ geographical 
basis. In this case, a city block was 
chosen as the unit. The employed 
population in this area was estab- 
lished, and a thorough canvass of 
the district was made. As a result, 
the employed people in that territory 
were sold participation in the hospital 
service plan, and have not demanded 
excessive hospital service. It was 
reported also that communities in sev- 
eral locations had been considered 
subscriber units. In these locations, 
no emphasis was placed on employ- 
ment. The community as a whole 
was considered a group. When a 
representative number from the com- 
munity had elected to participate in 
the plan, membership was made 
available. In these instances, too, an 
excessive demand has not yet de- 
veloped. 

In discussing subscription pay- 
ments, benefits and rate of payment 
to hospitals, the directors came to the 
conclusion that the present coverage 
is not too broad for the rates 
charged subscribers, and the payments 
made to hospitals. If hospital ex- 
pense for subscribers approaches a 
dangerously high percentage of in- 
come, it is probably related to the 
manner in which subscribers are en- 
rolled, rather than to the benefits 
provided by the plan. It was sug- 
gested that it would be advisable to 
operate with the present benefits and 
payments to hospitals, rather than to 
expand these services until after the 
plans had accumulated additional ex- 
perience and could see more clearly 
the implications of the present pro- 
gram of hospital service plans. 
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NEW EQUIPMENT 








"Venetian Blind" Screen 





A new screen which will give com- 
plete privacy and any degree of ven- 
tilation desired has been announced 
by Will Ross, Inc. 

Built on the “Venetian Blind” prin- 
ciple, the screen offers a solution to 
many hospital problems. Placed be- 
tween bed and door or window, it 
provides full privacy for the patient 
without retarding ventilation. It can 
be closed completely as protection 
against drafts, or, when desired, it 
can be adjusted to deflect air cur- 
rents upward allowing full circula- 
tion without subjecting the patient to 
a direct breeze. It can also be ad- 
justed to shut out direct sunlight 
without shutting out air. 

Adjustment of slats is accomplished 
by means of a small gear in the top 
easily operated by thumb and fore- 
finger. The frame is birch, finished 
in grained walnut. The slats are 
available in Basswood, natural grain, 
or walnut finish. Height of the 
screen is 70 inches; width, 42 inches. 


Non-Absorbable Suture 


The Lewis Manufacturing Com- 
pany has announced a new non-ab- 
sorbable suture, trade-named “Zytor,” 
processed from nylon. 

The makers report that laboratory 
tests and clinical experience recom- 
mend Zytor for skin and stay su 
tures, and that its mechanical prop- 
erties—pliability, uniform gauge and 


high tensile strength—make it sat- 
isfactory to manipulate. Physiolog- 
ically, the announcement states, the 
new suture is desirable because it is 
non-capillary, chemically inert and 
forbids tissue infiltration ; a minimum 
of foreign body reaction is observed. 


Ilce-Cubing Machine 


A new safety ice-cubing machine, 
designed to eliminate hazards com- 
monly associated with cubing units, 
has been introduced by the Thermo 
Cuber Company, Inc. The machine, 
which is steam operated, has no mov- 
ing parts. Unusual speed in cube 
_production is claimed for the new 
unit. 

In operation, a block of ice is placed 
on the platform at the end of the 
cuber, from which it slides by gravity 
through a slabbing grid consisting of 
a series of horizontal steam-filled 
tubes. The slabs, moving by gravity, 
are guided by a hand operated con- 
veyor onto a cubing grid, through 
which they drop onto a chute which 
guides them into a receiver. During 
the cutting operations the ice surfaces 
are washed by the flow of melted ice. 


Folding Tray Wagon 





A folding tray wagon for room 
service has recently been developed 
by the Haskelite Manufacturing 
Corp. The tray includes an electric 
connection for plugging in toasters, 
percolators and other electric equip- 
ment. 

Hospitals will find this wagon par- 
ticularly useful for food service to 
patients and guests in _ patients’ 
rooms, 
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owl Businer” 


Since January |, 1938, the charts and figures on this page 
are based on reports from 100 hospitals located in 48 states. 
There is, therefore, a marked increase in the total receipts 
and expenditures from previous months. 


TOTAL DAILY AVERAGE PATIENT 





ENSUS 

November, 1933 .......... 10,003 
December, 1933 .......... 9,787 
fo a | eee 10,358 
DBOEURTY, 2988 ooccccacccs 11,074 
oe eee 11,013 
i be, 7 Se ar 10,993 

fe Serer 10,869 
OSS | Eee 10,638 
BUN; ROBE coe sen ssucinasay 10,701 
PAT ee. 7 eee 10,620 
September, 1934 .......... 10,309 
EPOROOT. BODE” oc aicessccseas 10,524 
November, 1934 .......... 10,634 
December, 1934 .......... 10,378 
JONUATY, BOBS once sciacee 11,062 
PRE MOAEY, BOOS c.cicccvces 11,426 
BORE BORD 6s0cscaseecan 10,731 
YO Le ee 10,858 
SERS TEOED So.ssnsebocsnseae 10,946 
ME TEEED 0% i405 4a5uas05ee 
JA eee 0,662 
PUNE TEDED SG cass scawnen 10,765 
September, 1935 .......... 10,738 
i eae 10,989 
November, 1935 .......... 11,079 
December, 1985 .......... 11,324 
A | eee 11,414 
Deeruary, 1986 ....2.20066 11,408 
_ LS ie | eee 11,463 
USTEDES 65s5 sso eeacneee 11,894 
ND; MUOD Sosexescsxeueass 11,304 
Sy Lae ee ,545 
POG, AMES Ls Rbhosssisees on 9,863 
a ere 10,004 
September, 1936 .......... 10,137 
RORORIOT, MORO ic o0:s6 5000540 é 
November, 1936 .......... 10,204 
December, 1936 .......... 9,687 
ALL ) eee 10,771 
February, 1987 ........... 10,941 
ey UO eee 10,990 
te.) ee ee ek 11,703 

AS) ae ‘ 
SL) ee 11,403 
BUY, BOSE osiinasscyicosan 10,914 
A i | ea 10,712 
September, 1937 .......... K 
Ce |): ae ae 10,004 
November, 1937 .......... 11,590 
December, 1937 .......... 8,903 
EP A een 14,177 
PERUSE, BOOB cccaceccecs 14,944 
March, 1938 ,579 
April, 1938 
May, Racy sSeasasersin 
June, 1938 
July, 1938 
August, 1938 
September, 1938 ......... 13,138 
oper, TORS... .csexccce 14,103 
November, 1938 .......... 13,685 
December, 1938 .......... 12,877 
DOMURSY, BUCO .nascccscds 15,133 
ee Ae |): a ee 14,886 
ee |) ee ees 14,585 
PENI EESD aac dnanasceseeve 14,293 
PET ED Chicco «dass caer 14,702 


RECEIPTS FROM PATIENTS 


November, 1933 ..... 1,293,923.00 
December, 1933 ..... 1,268,788.00 
January, 1934 ....... 1,373, 274.00 
February, 1934 ...... 1,357,394,00 
Miarch, 1084 .....0.00 1,479,786.00 
PASTA, BOSE 36s 0s cess 1,529,596.00 

he 1,549,902.00 
SUNG ABE scsnscacee 1,543,631.00 
GUY, TOBE csecvcsces 1,495,036.00 
AMBUSt, 1988... 62.00 1,469,074.00 
September, 1934 ..... 1,412,009.00 
October, 1934... 1,537,002.00 
November, 1934 ..... 1,520,135.00 
December, 1934 ..... 1,446,092.00 
January, 1935 ....... 1,506,382.00 
February, 1935 ...... 1,562,412.00 
March, 2985 6.00.00 1,563,621.00 
DTI; ADOD: 5600455408 1,536,286.00 
Re | 1,565,526.76 
SUNG, TOES .cciscccese 1,528,129.00 
Sm, NUBD 0 2s0sus sew 1,514,901.00 
August, 1935 ........ 1,522,877.00 
September, 1935 ..... 1,516,305.00 
October, 1935 ....... 1,534,179.00 
November, 1935 ..... 1,546,341.00 
December, 1935 ..... 1,552,421.00 
January, 1936 ....... 1,561,623.00 
February, 1936 ...... 1,559,611.00 
Merch, JORG 6.2500 1,612,982.00 
PL |) ese 1,915,277.00 
Se er 1,536,408.00 
MEND, BORD. 654650004 1,657,474.00 
Ae |) Se 1,490,688.00 
PAIN, BOSD Wns osa0.s 1,535,688.00 
September, 1936 ..... 1,457,640.00 
October, 1936 ....... 1,520,719.21 
November, 1936 ..... 1,465,067.52 
December, 1936 ..... 1,272,765.60 
January, 1937 ....... 1,539,576.00 
February, 1937 ...... 1,516,917.00 
EV COE.) 5 ees 1,672,002.72 
April, 1987 .......... 1,694,262.24 
S|) Ae 1,776,046.32 
RING, AOE! 2 sciccicces 1,646,881 92 
Ae |) ) ee 1,728,112.32 
Pe) ee |) y aor 1,773,724.32 
September, 1937..... 1,496,919.68 
October, 1937 ....... 1,679,252.40 
November, 1937 ..... EB 624, 680.72 
December, 1937 ..... 1,491,132.24 
January, 1938 ....... 2,285,605.34 
February, 1938 ...... 2,202,334.78 
OS ose CS 2,611,169.58 
yt Bel) | eee 2,312,768.26 
A a 2,481,591.59 
SUNG, WEB .ocecvsees 2,304, 268.32 
fe |: ee 2,529, 686.40 
August, 2088... 2. 2,337,295.65 
September, 1938 .... 2'126,627.84 
October, 1938 ...... 2,433,872.54 
November, 1938 ..... 2,277,880.76 
December, 1938 ..... 2,162,011.03 
January, 1939 ...... 2,457,434.28 
February, 1939 ...... 2,282,062.33 
March, 1939 ........ 2,524,429.49 
ASTI BOBO «occ. seees 3) 463,491.55 
ee eee 669, 878.14 





OPERATING EXPENDITURES 


November, 1933 ..... 1,620,478.00 
December, 1933 ..... 1,651,676.00 
Jantiary, 1984 ....... 1,680,330.00 
February, 1934 ...... 1,648,750.00 
MEGTON, FOSE 6.102 0cce 1,716,400.00 
ADT. BORE ...c0s0cce 1,723,237.00 
I PERE ss 6bc00se 1,763,407.00 
MNO, BOGE ceinineecces 1,757,885.00 
SUNY, MUSE 6200500000 1,800,817.00 
August, 1934 ........ 1,782,184.00 
September, 1934 ..... - "770,998.00 
October, 1934 ....... 1,815, 650.00 
November, 1934 ..... 1,830,598.00 
December, 1934 ..... 1,846,180.00 
SROUATY, LOBE .cc00s 1,883,938.00 
February, 1935 ...... 1,888,570.00 
BOTH, 1986 2600.6 1,773,343.00 
DNs LE |) 3 Sa 1,813,947.00 
“AG | | Sa ee 1,826,149.93 
DRO, AOED Sao seess a 1,810,623.00 
=U ae: |): aes rss 1,736,856.00 
AAR USt, TOES ose sc ces 1,795,539.00 
September, 1935 ..... 1,828,619.00 
October, 1985 ....... 1,831,115.00 
November, 1935 ..... 1,849,120.00 
December, 1935 ..... 1,897,615.00. 
January, 1936 ....... 1,934,852.00 
February, 1936 ...... 1,929,623.00 
March, 1086 .........0% 1,954,182.00 
Apr BG nh isis eis ais 1,897,523.00- 
A Ae ees 1,871,964.00 
DENG; “AOE ss o0:s 01001000 1,921,027.68 
PONY, BUBO i .<040006% 0 1,689,696.00 
Aumunt, TORE... 220% 1,8 7,736.00 
September, 1936 ..... 1,896,120.00 
October, 1936 ....... 1,918,931.76 
November, 1936 ..... 1,817,101.44 
December, 1936 ..... 1,568,264.40 
January, 1937 ....... 1,864,748.16 
February, 1937 Sipe ioe 1,890,667.44 
March, 1937 .......-+ 1,969,652.16 
April, BUST ar Cen. 2,180,839.60 
A oy a 1,988,845.92 
HUNG; AOBs . 200% 0200 1, 990,221.12 
SEEN; BE, 5 s\s'b i000 070 "933,971 84 
GIRUNL, BOO) on s0000% ,066,890.32 
September, 1937 ..... 2, 058, 107.72 
October, Racine cws 2, 140,030.08 
November, 1937 ..... 1,958,306.24 
December, 1937 ..... 1,891,580.40 
January, 1988 ....... 2,694,605.32 
February, 1938 ...... 2'618,517.39 
OE | aa 2,922,850.00 
ee 2,.735.879.56 
Be DOS a snus seu 2,777,780.72 
SUNG, BOBS 2... 6ccces 2,764,438.1 
oo Pe er 2,915,889.82 
August, 1938 ....... 2,973,112.41 
September, 1988 .... 2,546,495.02 
October, 1938 ....<.. 3,002,474.11 
November, 1938 ..... 2,750,654.42 
December, 1938 ..... 2,476,764.23 
January, 1939 ...... 2,833,180.02 
February, 1939 ...... 2,563, 253.61 
i: eee 2,717,146.15 
oe LS LS) a aera 2,646, 285.92 
DAR. DO SO - ono 550 00 05:0 ae 2,831,340.72 
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AVERAGE OCCUPANCY ON 100 PER 

CENT Basis 

SUMAN Y po OGD sia-o 5 ove 0/5 0 sin.007938 5078 53.6 
Ps ae Ie errr 54.6 
September, 1932 ........... 61.1 
October, 1082 cic cccccccuee 51.6 
November, 1932 .........+0- 52.2 
December, 1932 ........-+0. 52.6 
DRTIINTS; LOGS: <.0.55.09 000 5045s 56.2 
POVPUALY,. 1968. os00ccesvewe 57.0 
DEAEOR, BOBS 6 os s00cs00s séeine 57.2 
April, BEORGELeincnee JGaneuuwee 55.7 

“ae | es Sener to 56.0 
PTID MEIER cia Giss 3 sis o oicses ae sie 56.1 
“AR Lo RE Seen eaeters 54.7 
ATURE, TOO) sic 209% 0:0:0's 4053 54.9 
PODCOMIDET) BOSS cs occccseses 54.4 
OCCURED, LORE 2:66.00 6 seco. 55.3 
November, 1933 56.0 
December, 1933 54.7 
DOMUBTY, LOE vs:cin0cccseeoeie 57.9 
Pebruary, 1934 .....ccsecese 62.0 
DAG OM cleus cosine senism 61.6 
PURITANS MDS 510.6 0:6:0.6:9'0.0 010010 0100 61.5 
LENS SS Ld CR ieee oi 60.8 
SNARES EPID > 5 550 6 \sib 4.6010 /0(6ibi0 100i 59.5 
DEO EPO et aGesiss Fa sise sce 59.9 
PNT Oa (1) Serene 59.4 
September, 1934 séckeeaneees 57.7 
DEGGIE, OBE ss conn a0 seease 58.5 
NOvVeMvCr, 1984 66656000000 59.5 
December, 1934 ..........-- 58.1 
DARUATY,. IOBD. cose ssc vee 61.9 
PBRUUOTT, TOSS 2 ..ccccccvcee 63.96 
RUIN DOD o2\c.51555 o.5's:0s10 0 sere 60.07 
ONS, TE ae eee 60.7 

ee MNS osc osc csa setae 61.09 
CR | ech eee 60.02 
5 RR | era 58. 
PUNT. BOER. 86% sieocccere cies 59.8 
September, 1935 ........... 60.1 
AO CUSIOT OBO 25 6.0. 4,0.60:6:6 o:01050 61.4 
INGVOMBOL, VOED: biciccccc cen 62.1 
December, 1935 .........00. 65.8 
DANUATY, TSG 6 sc 6:ss00dsvese 66.2 
PIGDIUGTY, BUSG <00%s 00 cas aces 66.18 
DUPE, BOO vsceccccceseccas 67.6 
OE A rere pa 70.0 
SSA Oo SSS re ero 69.1 
ARTI WEMOG' a'c-s.oa\6i sicwrsis sone 66.3 
CERES Pe eens 63.9 
OT CR oe eee 65.7 
September, 1936. .....000. 70.0 
OCEODEr; 0 a0 ess - ss sc0 cess 67.1 
November, 19386  ..... 72.5 
December, 1936 .....6seccce 68.8 
SONUOIY, 200l 62060080 v cece 70.9 
POUIUBT I Ul 65606 0% se bcc 73.05 
PARDEE 6:55.670.650:ci6a0 b's 69.98 
RS AU AON A cic:6 ics sicisise-si Sars 73.0 
RD) AON. oi 0.5b 5 bieioeis sinisin aisle 72.48 
DUNO) BOL 0:60 0.06 00:0.c0a-seeien 72.35 
| y Sere 68.58 
UN CREE i) Aer 68.05 
eptember, BOT isies cs chieaeae 63.25 
October, 1937 ...... 63.09 
November, 1937 .. 69.8 
December, 1937 .. 63.9 
January, 1938 .... 71.5 
February, 1938 . - 74.8 
March, 1938 .. - 76.12 
April, 1938 .. «4408 
May, 1938 .69.86 
June, 1938 . 70.7 
July, TOSS ....00% .» 67.68 
AURU, BOB. oc csccccecvcns 65.80 
September, 1938 ........... 65.17 
feo ie: aes 69.45 
INOVERIVE!, D008. oc ccc césca 69.20 
DeOCOMPEr, T9SB> sc ccesesciccs 67.95 
OOMUGTY, IOSD. <i dcciccecces 74.57 
Se Ae Ee 76.47 
MRT OLY G.ceh.suasascue cule 75.84 
PSEA PAOED | 0.55 sk bisjoereaewmee 73.93 
PRG; TOGO: s.cicnscbicdssenn ses 72.58 
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No. 718. Available for distribution 
from the Hild Floor Machine Co. is a 
circular which illustrates and describes 
the firm’s new Model 55 all-purpose 
vacuum machine. 


No. 717. Troy Engine & Machine 
Co. has for distribution a new catalog 
on its line of Troy-Engberg generating 
sets. 


No. 716. Bulletin No. 250, illustrating 
and describing the recently announced 
Electro-Matic air filter, has been issued 
by the American Air Filter Co., Inc. 


No. 715. An effectual means of avert- 
ing costly repairs and operating delays 
caused by water hammer pressure is 
described in a new 8-page pamphlet is- 
sued recently by the Water Hammer 
Arrester Corp. 


No. 714. Modern _ preparation of 
water for ice making is subject of Bulle- 
tin No. 2205, issued by The Permutit 
Company, 


No. 713. Jarvis & Jarvis, Inc. has 
published Catalog No. 39T on its line of 
trucks for institutional, hotel and indus- 
trial requirements. Included are descrip- 
tions of linen trucks and hampers, tray 
trucks, food service, dish and general 
utility trucks, instrument tables, dress- 
ing carts, etc. 


No. 712. Maggot Products Co. has 
for distribution two new pamphlets— 
one on Prolarmon Rectal for the treat- 
ment of hemorrhoids, and the other on 
Prolarmon liquid and jell for the treat- 
ment of osteomyelitis, suppurating 
wounds, burns and indolent ulcers. 


No. 711. “How to Obtain Maximum 
Service from Hypodermic Syringes, 
Needles, Clinical Thermometers and Ace 
Bandages” is subject of a 28-page book- 
let published recently by Becton, Dickin- 
son & Co. 


No. 710. A 68-page catalog, issued 
by Barnstead Still & Sterilizer Co., de- 
scribes the firm’s complete line of water 
distilling equipment for hospital service. 
The book is profusely illustrated and 
contains information on the selection of 
the right size and type of water still for 
every purpose. 


No. 709. A new bulletin, describing 
the new line of Colalloy pans, bowls, 
pitchers, containers, steam jacketed ket- 
tles, etc., has been published by the 
Colonial Alloys Company. 

No. 708. The 


Permutit Spaulding 
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Request to HOSPITAL MANAGE- 
MENT will bring these new folders 
and latest information about equip- 
ment and supplies. Ask for them by 
number for convenience. 


precipitator, the newest equipment to 
treat water by the cold lime process, is 
described in Bulletin No. 2204, issued 
recently by the Permutit Company. 


No. 707. Hillyard Sales Co. has is- 
sued a mailing piece on its new steel 
wooling machine, the “Steeltonian.” 


No. 696. A 4-page announcement and 
a 20-page descriptive booklet have been 
published by Hoffmann-LaRoche, Inc., 
on its new five-vitamin product, Vi- 
Penta Drops. 


No. 687. All types of floor matting 
and the correct application of each one 
in the hospital field are discussed in 
detail in a new catalog ‘published by 
the American Mat Corp. The various 
factors which induce the installation of 
floor matting—safety, sanitation, mod- 
ernization, cleaning costs, and com- 
fort—are also discussed. 


No. 684. A 4-page illustrated an- 
nouncement, released this month by 
Roche-Organon, Inc., introduces Neo- 
Hombreol Dosules, which have been 
developed primarily for maintenance 
dosage of the male sex hormone. 


No. 683. Franklin C. Hollister, Inc., 
has released a four-page folder in 
which six of the ten styles of Hollister 
birth certificates are reproduced in min- 
iature. Also included is information 
regarding other items which comprise 
the Hollister birth certificate service, 
and a price list covering all items avail- 
able. 





No. 668. “Lighting in the Surgery,” 
a new catalog of surgical lighting 
equipment, has been published by the 
American Sterilizer Company. 


No. 662. American Sterilizer Co. 
has released a folder devoted to water 
stills designed specifically for the prep- 
aration of parenteral fluids. 


No. 646. “Cellu Dietetic Products 
for Sugar and Starch-Restricted Diets”. 
A 40-page catalog of foods, scales, 
insulin, insulin equipment and recipes 
for sugar and starch-restricted diets. 
Chicago Dietetic Supply House, Inc. 


No. 632. Lehn & Fink Products 
Corporation has for distribution a leaf- 
let entitled “Now You Can Save Up to 
40%,” in which the features and uses 
of Lysol disinfectant are discussed. 
Emphasized is the economy of purchas- 
ing Lysol in bulk quantities. 


No. 567. Roche-Organon Catalog- 
Price List. With the announcement of 
its new line of “Endocrine Prepara- 
tions of Rare Quality,” Roche-Orga- 
non, Inc., has released a special hos- 
pital price list covering all items imme- 
diately available. This price list also 
serves as a Catalog. 

No. 518. “A Complete System of 
Medical Records for the Hospital.” A 
new booklet presenting a check-list of 
approved forms which comprise the 
clinical chart of the patient; also those 
which are used in the admitting, ac- 
counting and other departments to 
form a complete system. Prepared by 
the Physicians’ Record Company. 


No. 441. “Sanitation Products for 
the Hospital.” A complete catalogue 
of Surgical and Baby Soaps and their 
dispensers, Baby Oil, Disinfectants, 
Floor Finishes, Floor Waxes, Furni- 
ture Polish, and other Hospital and 
Institutional supplies. The Hunting- 
ton Laboratories. 
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‘CLASSIFIED ADVERTISEMENTS 








Classified Advertisement Rates—10 cents a word; minimum charge, $1.00. 


Forms close Ist day of the issue month. Remittances required with classified 


advertisements. 














POSITIONS OPEN 






FOR SALE 











DIETITIANS, TECHNICIANS, _ super- 
visors, instructors, general duty nurses, 
anesthetists, administrators, physicians— 
there are hospitals everywhere needing 
your services. Zinser Personnel Service, 
1547 Marquette Bldg., Chicago, II. 





DIETITIAN: Experience; qualified to 
purchase food supplies. 125-bed Penn- 
sylvania hospital. Interstate Hospital and 
Nurses’ Bureau, 332 Bulkley Building, 
Cleveland, O. 





NIGHT SUPERVISOR: 8-hour duty; one 
assistant. 140-bed southwestern hospital. 
Salary $100, maintenance. Interstate Hos- 
pital and Nurses’ Bureau, 332 Bulkley 
Building, Cleveland, Ohio. 





NURSING ARTS INSTRUCTOR: College 
degree and teaching experience. 350-bed 
Sisters’ hospital; college affiliation. (b) 
150-bed Wisconsin hospital. (c) 100-bed 
Colorado hospital. Interstate Hospital 
and Nurses’ Bureau, 332 Bulkley Building, 
Cleveland, Ohio. 





PRINCIPAL, SCHOOL OF NURSING: 
College graduate; executive ability and 
experience; 600-bed general hospital, mid- 
west. Excellent salary. Interstate Hos- 
pital and Nurses’ Bureau, 332 Bulkley 
Building, Cleveland, O. 





THEORETICAL INSTRUCTOR: With 
experience. 250-bed hospital, central 
states; well organized school. Salary 
$125. (b) 175-bed Sisters’ hospital, New 
Jersey. (c) 110-bed Colorado Hospital. 
Interstate Hospital and Nurses’ Bureau, 
332 Bulkley Building, Cleveland, Ohio. 





MISCELLANEOUS 





BOOK MANUSCRIPTS WANTED — All 
subjects for immediate publication; book- 
let sent free. Meador Publishing Co., 324 
Newbury St., Boston. 





SPECIAL COURSES 





SCHOOLS approved for the Training of 
Medical Record Librarians are: Grant 
Hospital, Chicago, Ill.; St. Joseph’s Hos- 
pital, Chicago, Ill.; Massachusetts Gen- 
eral Hospital, Boston, Mass.; St. Mary’s 
Hospital, Duluth, Minn.; Rochester Gen- 
eral Hospital, Rochester, N. Y.; The Sam- 
uel Merritt Hospital, Oakland, Calif.; 
Medical Record Librarians wishing to re- 
view salient factors in record library 
methods may make application for short 
courses. 








NAME BARS FOR NURSES—Samples on 
request. C. B. Dyer, 234 Massachusetts 
Ave., Indianapolis, Ind. 





DIPLOMAS: One or a thousand—write 
for Circular H, showing forms for nurses 
and interns. 
AMES AND ROLLINSON 
50 Church Street, New York, N. Y. 





MOST ANYTHING IN USED EQUIP- 
MENT—We buy, sell or trade. Electro- 
Medical Equipment Co., 1868 W. Ogden 
Avenue, Chicago. 








FIRE ESCAPES—Spiral or Tubular Slide 

Type. More than 5,000 in use. Approved 

by Underwriters’ Laboratories. 

POTTER MANUFACTURING CORP., 
6110 N. California Ave., Chicago, II. 





CONSULTANTS 





Charles S. Pitcher, F. A. C. H. A. 
Hospital and Institutional Consultant 
1521 Spruce St., Philadelphia, Pa. 











You Can Deal With 
Confidence .. . 


Placement Agencies offering 
their assistance in placing you 
in the position you want 
through their advertisements in 
the classified columns of HOS- 
PITAL MANAGEMENT are re- 
liable and you can deal with 
them in confidence. 

They are established in the hos- 
pital placement field and quali- 
fied to serve you well. 


HOSPITAL MANAGEMENT 
The News and Technical 
Journal of Administration 


100 E. Ohio St., Chicago 
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